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Clinical “curiosity” rather than 
clinical “instinct” is the key 

to accurate diagnosis of gout. 
Visible manifestations may not 
appear until late in the course 

of the disease. Moreover, the 
patient’s description of the pain 
and the site of the pain may not 
differ markedly from other 
articular disorders. 

THE FOLLOWING FINDINGS ARE HIGHLY 
INDICATIVE OF GOUT: (1) Tophaceous 
deposits resulting in irregular, 
asymmetrical deformity of joints; 
(2) Elevated serum uric acid levels 
(above 6 mg.%) ; (3) Pain relief 
with colchicine. When findings sug- 
gest gout, therapy with ‘Benemid’ 
should be started immediately. 


‘Benemid’ is firmly established 
as an effective and exceptionally safe 
uricosuric agent. ‘Benemid’ 
approximately doubles the 
excretion of uric acid; reduces 
serum uric acid levels toward 
normal; often prevents formation 
of new tophi, and gradually 
mobilizes existing uric acid 
deposits ; minimizes incidence and 
severity of future attacks. 

















‘Benemid’ is of remarkably low 
toxicity — usually so low as to be 
clinically insignificant —even in 
patients who have been 

on uninterrupted therapy for almost 
a decade. The uricosuric effects 

of salicylates and ‘Benemid’ are 
mutually antagonistic and these 
compounds should not be 

used together. 














RECOMMENDED DOSAGE: 0.25 Gm. ; 
(1% tablet) twice daily for one week a 





followed by 1 Gm. (2 tablets) daily 
in divided doses. 







) MERCK SHARP & DOHME 


MERCK & CO., INc., PHILADELPHIA 1, PA. 





PROBENECID 


A SPECIFIC FOR GOUT 


DIVISION OF 








BENEMID is a trade-mark of Merck & Co., Inc. 





in angina pectoris 


to prevent attacks 


Peritrate’ 20 mg. 


The accepted basic therapy in the treatment of coronary disease 


Effective as a prolonged coronary vasodilator in four out of five cases, 
Peritrate reduces the severity and frequency of attacks. In addition, it lowers 
nitroglycerin dependence, increases exercise tolerance, and improves EKG F causal 
findings. Peritrate 20 mg. is the basic dosage strength for coronary dilatation. 


Peritrate 20 mg. for routine prophylaxis to prevent attacks of angina pectoris; — 


in the management of coronary insufficiency, and the postcoronary patient. 





relieve 


Peritrate wi Nitroglycerin 











IN CHRONIC 
DISEASE 


The emotional relaxation usually achieved 
by Miltown helps the patient “live with his 
disease,” particularly during adjustment 
and crisis periods. 








Useful in: «= arthritis = rheumatism « car- 
diovascular disease = neoplasms # chronic 
alcoholism # cerebrovascular accidents 


sasthma 


© & 


is the original meprobamate, 
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Miltown is relatively 
nontoxic and “therefore 
well suited for prolonged 
treatment in chronic 
disorders with emotional 
complications.’”* 


a velieves anxiety, 
irritability and fear 

ashelps patient’s adjustment 
to disease 





discovered and introduced by 


»” WALLACE LABORATORIES, New Brunswick, N. . 








Geriatrics 

















Established 1946 








) Volume 13 
Number 9 





CONTENTS » September 1958 


Management of Coronary Disease 
JAMES J. CONN, M.b., and R. W. KISSANE, M.D. 

The Dermato-Geriatric Clinic: Indications, Organization, and Objectives 
ALEXANDER W. YOUNG, JR., M.D. 

Management of Atrophic Vulvovaginitis With Estrogen-Antibacterial 

Suppositories 

E. EDWARD NAPP, M.D., ALVIN F. GOLDFARB, M.D., MARTIN L. 
STONE, M.D., and HARRY WOOD, M.D. 

Management of Inoperable Cancer of the Prostate 
WILLIAM P. HERBST, M.D. 

Social Factors in Old Age Psychiatry 
FELIX POST, M.B. 

Frequent Intrabursal Injections of Hydrocortisone Acetate for Bursitis 
CHARLES D. BONNER, M.D. 


Evaluation of a Medical Admission Ward for Old Patients in a 
Psychiatric Hospital 
FRED T. DARVILL, JR., M.D., and CHARLES H. JONES, M.D. 
The Rhode Island Program: One State’s Activities in the Field of Aging 
MARY GC. MULVEY 
Geriatric Development in Great Britain from 1948 to 1958 
BARBARA E. SHENFIELD 
Clinicopathologic Conference, Minneapolis Veterans Administration 
Hospital 
WESLEY SPINK, M.D., HORACE H. ZINNEMAN, M.D., and 
DONALD GLEASON, M.D. 
Accidents to the Aged (Editorial) 
A. L. CHAPMAN, M.D. 
Is Life More Strenuous Today? (Editorial), WALTER C. ALVAREZ, M.D. 
Neurologic and Psychiatric Aspects of Aging (Editorial), w. Cc. A. 


A Diet for Atherosclerosis (Editorial), w. Gr A. 


Departments 

LOOKING POPWATG 66s es I Digests from Current Literature 
EGstoriay owe. ces Ee NS ce 55 ask 609 Activities and Announcements 
Book Reviews. 2. 6. ..se05.: ies 0O06 Manufacturers’ Activities ...... 


549 


565 


570 


576 


581 


603 


609 
611 
613 


615 


GERIATRICS is published monthly at 84 South Tenth Street, Minneapolis 3, Minnesota, by Lancet 


Publications, Incorporated. Subscription rates: $8.00 a year, 75¢ a copy; foreign, $9.00 a year, 
copy. Entered as second class matter February #4, 1946, at the post office at Minneapolis, Minnesota, 


85¢ a 
under 


the act of March 3, 1879. Additional entry at Long Prairie, Minn., under date of March 15, 1957. Printed in U.S.A. 


CYTELLIN REDUCES 
HYPERCHOLE 


Percentage reduction of 
excess serum cholesterol 
(over 150 mg. percent) 


Lilly 


QUALITY / RESEARCH / INTEGRITY 


TEREMIA 


Percentage of patients experiencing 
various degrees of decline in excess 
serum cholesterol 





Less than 20% 


More than 40% 





... Without the necessity of dietary restrictions 


‘Cytellin’ provides the most rational 
and practical therapy available. 
Without any dietary adjustments, 
it lowers elevated serum cholesterol 
concentrations in most patients. 

In a number of studies, every 
patient who co-operated obtained 
good results from ‘Cytellin’ ther- 
apy. On the average, a 34 percent 


reduction of excess serum choles- 
terol (over 150 mg. percent) has 
been experienced. 

In‘ addition to lowering hyper- 
cholesteremia, ‘Cytellin’ has been 
reported to effect reductions in C/P 
ratio, S10-100 and S¢12-400 lipo- 
proteins, “‘atherogenic index,” beta 
lipoproteins, and total lipids. 


May we send more complete information and bibliography? 


*' 






EL! LILLY AND COMPANY ec INDIANAPOLIS 6, INDIANA, U.S. A. 
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Distress 
new 


with 


— for positive relief of cholinergic spasm. —a new and safer agent for normalizing emotions. 


PRO-BANTHINE WITH DARTAL offers you a 
new, specific and reliable control of visceral 
motor disorders, especially when these dis- 
orders are induced or aggravated by psychic 
tensions or anxiety. 





Pro-Banthine has won wide clinical 
acceptance as the most effective drug 
for controlling gastrointestinal hyper- 
motility and hypersecretion. 





Dartal, a new phenothiazine congener, 
offers greater safety, flexibility and 


Safer effectiveness in stabilizing emotional 
Stabilization of agitation. 
Emotion 


The combination of each drug in fully effec- 
tive doses in Pro-Banthine with Dartal gives 
a new means of approach to the medical 
management of functional gastrointestinal 
disorders mediated by the parasympathetic 
nervous system. 

Specific Clinical Applications: Functional 
gastrointestinal disturbances, gastritis, py- 
lorospasm, peptic ulcer, spastic colon (irri- 
table bowel), biliary dyskinesia. 


Rithercie ley 
PWetatoete)itetcu:4 (a 
Activity 


Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets contain- 
ing 15 mg. of Pro-Banthine (brand of pro- 
paniheline bromide) and 5 mg. of Dartal 
(brand of thiopropazate dihydrochloride). 


G. Dp. SEARLE & co., Chicago 80, Illinois. 
Research in the Service of Medicine. 














e Asa result of Studies on the 
Nature of Hypoxia With and 
Without Cyanosis in Chronic 
Pulmonary Disease, Hurley L. 
Motley, professor of medicine 
and director of the Cardio- 
respiratory Laboratory of the 
University of California School 
of Medicine, found that hy- 
poxia was caused principally 
by the perfusion of blood 
through nonventilated or very 
poorly ventilated areas of the 
lung and by right-to-left shunts 
in the heart. Alveolar-capil- 
lary membrane block was not 
a significant factor in the etiol- 
ogy of hypoxia of pulmonary 
fibrosis, sarcoidosis, asbestosis, 
pneumoconiosis, emphysema, 
and the collagen group studied. 
The primary factor in these 
cases was obstruction, which 
prevented the ait breathed 
from reaching the  alveolai 
areas of the lung perfused 
with blood. 


e In the development of a 
screening test to gauge the ad 
justment or morale of aging 
persons, R. O. Beckman, di- 
rector of the Senior Service 
Foundation in Hialeah, Floi 
ida, and Carl D. Williams, as- 
sistant professor of psychology, 
and Granville C. Fisher, chair 
man of the department of psy- 
chology at the University of 
Miami, evaluated the re- 
sponses of 118 men and wom 
en with a median age of 62.5 
years to a_ carefully devised 
questionnaire. Data obtained 
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TO THE OCTOBER ISSUE 


from An Index of Adjustment 
to Later Maturity indicate that 
morale decreases with age, in- 
adequate income, and limited 
education and social contacts. 


e Although cardiac patients 
comprise one of the largest 
groups of patients who have 
disabilities, the concept of re- 
habilitation has not been ap- 
plied to them as widely as de- 
served. The responsibility fox 
such restorative treatment rests 
with the first physician who 
sees the patient, writes Harold 
N. Neu, professor of medicine 
and coordinator of the teach- 
ing of rehabilitation, Creigh- 
ton University School of Medi 
cine, Omaha. Elaborate facili- 
ties are not necessary for the 
Rehabilitation of the Cardiac 
Patient, but it does require 
the help of a physician whose 
responsibility does not end 
with treating the disease. 


e The objectives in a study 
of 40 geriatric patients in a 
large mental hospital were to 
determine the patients’ atti 
tudes and feelings toward the 
hospital, to discover the ex- 
tent of their contact with the 
outside world, and to under- 
stand their psychologic needs. 
According to Robert -Sommer, 
research psychologist at The 
Saskatchewan Hospital, Wey- 
burn, Canada, Displaced Per 
sons—Elderly Patients in a 
Large Mental Hospital are 


SAN FRANCISCO 4: 


Burt D. Cohen, 


cuicaco 6: Jay H. Herz, Hu 
Suite 1921. Telephone: Central 6-4619. 

Duncan A. Scott & Co., Fifth Floor, 85 Post 
Street. Telephone: Garfield 7950. 

Winter, 1 East 42nd LOS ANGELES 57: Duncan A. Scott & Co., 1901 West 8th Street. 





often forgotten by relatives, 
removed far from their home 
communities, and are further 
isolated because the attention 
of the staff is directed primari- 
ly toward the younger patients. 
Unless recreational — facilities 
and community contacts are 
provided for these patients, 
they will lose touch with their 
friends and children and even 
with the flow of life on the 
outside. 


e A thorough physical exami- 
nation often makes possible 
The Bedside Diagnosis of 
Cardiac Arrhythmias in Geri- 
atric Patients, writes Herbert 
H. Schafer, assistant professor 
of medicine at the Medical 


College of Georgia i 


1 Augusta. 
During such an examination, 
the heart rate should be count 
ed at the wrist and at the 
cardiac apex for at least one 
and a half to two minutes, 
careful attention should be 
paid to the heart sounds at 
the apex, and jugular veins 
should be closely observed for 
abnormal atrial waves. While 
the electrocardiograph does not 
replace a clinician, its absence 
has often improved the physi- 
cian’s facility at bedside di 


agnosis. 


For these and other articles, 
abstracts, and reviews, read 
every issue of Geriatrics. 





Gibson, 20 North Wacker Drive, 


Telephone: Dunkirk 4-8151. 
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This THERAPEUTIC GUIDE provides a source of ready reference on materia 
medica related to various therapies, as advertised in this issue. All products 
advertised are listed but not every application of each product. To get maxi- 
mum benefit read what the manufacturers have to say on the pages indicated. 
For further details on any product write to the advertiser for amplifying 
literature, mentioning GERIATRICS. 
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provide prompt, gratifying relief in 


the menopausal syndrome...and after 


parenterally with 


Deladumone 


Squibb Testosterone Enanthate and Estradiol Valerate 
long-acting parenteral therapy 


@ a single injection restores vitality for 3 to 
4 weeks; relieves physical, mental and 
emotional distress 
stimulates anabolism and corrects hor- 
monal imbalance 


extends restoration of physical and mental 
vigor to more patients 


minimizes or eliminates unwanted mascu- 
linization 


permits prolonged treatment often needed 
to achieve maximum benefits 


Dosage: 1 to 2 cc. as a single intramuscular injec- 
tion every 3 to 4 weeks, depending on clinical 
response. 

Supply: Vials of 1 and 5 cc. Each cc. provides 


90 mg. testosterone enanthate and 4 mg. of 
estradiol valerate. 











and now orally with 


Dumone 


Squibb Methyltestosterone and Ethinyl Estradiol 
convenient, effective oral therapy 
@ usually maintains the benefits achieved by 
an initial injection of Deladumone 


m effective in the great majority of meno- 
pausal and postmenopausal patients started 
with oral medication 


Dosage: Usually 3 tablets daily, reduced to 2 tab- 
lets daily after one week and then to a single 


tablet daily after another two weeks. 


Supply: Bottles of 100 and 1000 tablets. Each 
tablet provides 4 mg. methyltestosterone and 
0.008 mg. ethinyl estradiol. 


DELADUMONE® AND DUMONE® ARE SQUIBB TRADEMARKS 


SQUIBB 





Squibb Quality— the Priceless Ingredient 














Not recommended in patients with established or suspected mammary or genital malignancy. 











the SINGLE therapeutic agent that 


eee objectively — depresses labyrinthine sensitivity’ 


ae clinically—controls vestibular vertigo” without 
inducing drowsiness 









CONE I, 9 





INE’ 
for V ERTIGO 


Objective studies demonstrate “the reliability, predictability” and “magnitude of action” 





of ‘Marezine’ in its depressant action on vestibular function.’ Clinically, ‘Marezine’ gives 
complete symptomatic control of vestibular vertigo in over 80 per cent of cases.’ 

References: 1. Gutner, L. B., Gould, W. J., and Cracovaner, A. J.: The Effects of Cyclizine Hydrochloride and Chlor- 
eyelizine Hydrochloride Upon Vestibular Function, A.M.A.Arch.Otolaryng. 59:503 (Apr.) 1954. 2. Witzeman, L. A.: 
Cyclizine Hydrochloride in the Treatment of Vertigo, Eye, Ear, Nose and Throat Monthly 33:298 (May) 1954. 3. Gutner, 


L. B., Gould, W. J., and Hanley, J. S.: Effect of Meclizine Hydrochloride Upon Vestibular Function, A.M.A.Arch. 
Otolaryng. 62:497 (Nov.) 1955. 


*‘MAREZINE?’ brand CYCLIZINE HYDROCHLORIDE 50 mg. Tablets, scored. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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MORE EFFICIENT THAN © 
PREDNI-STEROIDS ALONE | 


ATARAXOID 


‘TOTAL PATIENT’ THERAPY 
EFFECTIVELY 
CONTROLS 
anxiety-tension- 
induced exacerba- 
tions and emotional 
factors through 
the safe tranquil- 
izer and muscle- 
relaxant! effects of 
in asthma hydroxyzine. 

— Potentiates the 

\ > action of predniso- 
lone, markedly 
improving degree 
of response, some- 
times doubling 
dosage efficiency, 
and permitting 
lower dosages.?-4 
The unique anti- 
secretory action® of 
hydroxyzine also 
minimizes corticoid- 
induced gastric - 
reactions, 


1, Hutcheon, D. E., et al.: 
Paper presented at Am. Soc. 


Pharmacol. & Exper. Therap., 
Nov. 8-10, 1956, French Lick, 
Ind. 

2. Johnston, T. G., and Cazort, 
A. G.: Clin. Rev. 1:17, 1958. 

3. Warter, P. J.: J. M. Soc. 

New Jersey 54:7, 1957. 

4. Individual Case Reports to 
Medical Dept., Pfizer 
Laboratories. 

5. Strub, I. H.: To be published. 


dermatoses 


prednisolone-hydroxyzine 


SUPPLIED: 


ATARAXOID 1.0 


scored green tablets, 
5.0 mg. prednisolone 
and 10 mg. hydrox- 
yzine hydrochloride, 
bottles of 30 and 100. 


ATARAXOID 2.5 
scored blue tablets, 
2.5 mg. prednisolone 
and 10 mg. hydrox- 
yzine hydrochloride, 
bottles of 30 and 100. 


ATARAXOID 5.0 


scored orchid tablets, 
1.0 mg. prednisolone 
and 10 mg. hydrox- 
yzine hydrochloride, 
bottles of 100, 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


REE See 
LILA 
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BECKER, M. C., Simon, F. and Bernstein, A.: J. Newark Beth Israel Hosp. 
9:58 (January) 1958. 


“On chlorothiazide the response was striking with . . . improvement in cardiac 
status and loss of toxic symptomatology. .. . One of the most important effects 
of the potent oral diuretic was the smooth continuous diuresis. There was less 
fluctuation in the weight .. . marked diminution in the number of acute 
episodes of congestive heart failure such as paroxysmal dyspnea and 
pulmonary edema. . . . [DIURIL] appeared as potent a diuretic as parenteral 
mercurials and indeed in some patients it was effective when parenteral 
mercurials failed. . .. We have encountered no patient who once responsive to 
chlorothiazide later developed resistance to it.” 


DOSAGE: one or two 500 mg. tablets DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 
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CHLOROTHIAZIDE 
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MERCK SHARP & DOHME ivision of MERCK & CO., Inc., Philadelphia 1, Pa. ¢ )o) 
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HYCOMINE sr 


THE COMPLETE Rx 
FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and related symptoms in 15-20 minutes 
e effective for 6 hours or longer e promotes expectoration 
e rarely constipates e cherry-flavored 


Each teaspoonful (5 cc.) contains: 
Hycodan® 
Dihydrocodeinone Bitartrate 
(Warning: May be habit-forming) 
Homatropine Methylbromide 
Pyrilamine Maleate 
Ammonium Chloride 
Sodium Citrate 


Adult Dosage: one teaspoonful q. 6 h. May be habit-forming. 
Federal law permits oral prescription. 


Literature on request 
Endo ENDO LABORATORIES 
Richmond Hill 18, New York 


U. 8. Pat. 2,630,400 








throughout the practice of medicine... 


anxiety si 


either alone or complicating physical illness 












General Practice Pediatric Psychiatry Metabolic Disorders 
The Neuroses Neurology Neuromuscula 
General Surgery Gastroenterology 


Cardiology Dermatology 
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Meprobamate, Wyeth 


relieves tension—mental and muscular 
























The new six-unit 
PRESCRIPTION PACKAGE of 
Clysmathane (Fleet) is more 
convenient to prescribe 
while assuring an adequate 
supply for patients. Dispos- 
able, single dose squeeze 
bottle is especially designed 
for self-administration... 
ready to use with prelubri- 
cated rectal tube. The 
manufacturer’s labels are 
readily removable, 
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Intravenous blood levels 
with rectal administration 


|  CLYSMATHANE 


(Fleet) 
Disposable Rectal Unit 


An advanced method of 
theophylline therapy 


For the alleviation of symptoms in bron- 
chial asthma and the acute episodes of heart 
failure, Clysmathane (Fleet) supplies speedy 
and therapeutically adequate blood levels” 
of theophylline. Side effects, often asso- 
ciated with oral or parenteral administra- 
tion, are minimized by the rapid rectal route 
provided by Clysmathane. 

Dosage: One Clysmathane (Fleet) Unit as a 
retention enema before retiring or as directed. 


Composition:Theophylline monoethanolamine 
(Theamin, Fleet), 0.625 Gm.; aqua, 37 ml. in 
single dose rectal dispenser. Prescription package 
of six individual units. Manufacturer’s label readily 
removabie. 


(1) Ridolfo, A. S. & Kohlstaedt, K. G. “A 
simplified method for the rectal adminis- 
tration of theophylline,” to be published. 


Professional samples and literature on request, write: 


c.B.FLEET Co.,iINC. 


Lynchburg, Virginia 









So NATURAL THE 
RPATIENT CAN BE ROUVUSED BW A 
RINGING ALARM CLockEHEK AND 
AWAEE Without DROWSINESS 
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brand of methyprylon 
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A BARBITVURATE 


Acts promptly « essentially non-habit forming « broad safety margin 
e may be taken at bedtime or in the wee small hours for pre-dawn 
insomnia, with still an alert awakening at the desired hour. 


DOSAGE: 
tablets gently but firmly put the confirmed insomniac to sleep. 
tablet lulls the geriatric patient to sleep. 
tablet t. i. d. provides daytime sedation without drowsiness. 


ROCHE LABORATORIES: Division of Hoffmann-La Roche Ince Nutley10, N.J. 


ROCHE—REG. U. S. PAT. OFF. 


















A Summary Report on 


CORTROPHIN-ZINC 


(Corticotropin-Alpha Zinc Hydroxide) 


Description: A unique patented electro- 
lytic process (developed by Organon 
research) produces a complex of alpha 
zinc hydroxide and corticotropin. This 
complex offers considerable advantages 
for practical ACTH therapy. 


Characteristics: New Cortrophin-Zinc 
provides corticotropin of unsurpassed 
purity with low foreign protein content. 
This reduces the risk of sensitization re- 
actions. 

Since about 5% of the corticotropin is 
uncombined, onset of clinical response 
is rapid. But the balance, present as a 
complex of alpha zinc hydroxide, pro- 
vides a prolonged action so that the 
effective time span of a single dose is 
usually several days. Injection of the 
new electrolytic Cortrophin-Zinc is vir- 
tually painless. 


Pharmacology: A potent stimulator of 
cortical activity, Cortrophin-Zinc does 
not depress functioning of the supra- 
renal glands. Unlike the corticosteroids, 
adrenocorticotropic hormone arouses 
the adrenal glands to produce natural 
steroids in natural proportions. In a 
5-year study of patients on ACTH ther- 
apy, no case of adrenal or pituitary de- 
pression or atrophy has been observed. 
Because Cortrophin-Zinc is virtually 
painless on injection and its prolonged 
action obviates frequent injections, it 
is now practicable to use Cortrophin- 
Zinc in most of the indications where 
formerly reliance has been on cortico- 
steroids. This freedom from apprehen- 


sion of deleterious depressive effects 
permits clinical use of valuable hor- 
mone therapy on a broader scale than 
has been possible heretofore. 


Clinical Uses and Dosage: The many 
published reports on the use of 
Cortrophin-Zine as well as ACTH, in 
thousands of patients indicate its value 
in over 100 disorders. Most responsive 
have been: allergies and hypersensi- 
tivities, rheumatoid arthritis, bronchial 
asthma, serum sickness and inflamma- 
tory skin and eye diseases. 


Dosage should be individualized, but 
generally initial control of symptoms is 
obtained with a single injection of 40 
units of Cortrophin-Zinc daily, until 
control is evident. Maintenance dosage 
is generally 20 units (or less) twice 
a week, 


Use of Cortrophin-Zinc with oral ster- 
oids is now recommended as a safety 
measure to supply the important su- 
prarenal stimulation and lessen the 
hazard of atrophy. Periodic use of 
Cortrophin-Zinc is advocated with all 
steroid analogs, such as cortisone, hy- 
drocortisone, prednisone, prednisolone, 
methylprednisone, and triamcinolone.* 


Supply: 5-cc vials containing 40 and 20 
U.S.P. units of corticotropin per cc; 
l-cc ampuls containing 40 and 20 
U:S.P. units of corticotropin, with ster- 
ile disposable syringes. 

*Write for complete literature and bib- 
liography containing specific dosage 
schedules to: 


Medical Department 


ORGANON INC. « Orange, N. J. 





For high blood pressure, many physicians 
in Portland think of Serpasil first 


Why? Because in Portland, Maine, as in most 
other places,” physicians know how versatile 
Serpasil is, how valuable it can be in almost 
every case of hypertension. 


Serpasil may be prescribed in any of three 
basic clinical situations: /n mild hypertension, 
Serpasil used alone lowers blood pressure 
safely and gradually, while calming the 
patient at the same time. /n more severe cases, 
Serpasil is valuable as a priming agent to 
enhance the patient’s response to more potent 
drugs. In almost every case, Serpasil used 


adjunctively lowers dosage requirements of 
other antihypertensive agents and thus keeps 
side effects to a minimum. 


When your clinical problem is high blood 
pressure, think of Serpasil first. You can use it 
to advantage in many hypertensive patients. 


oy bog Cy ame C IBA sunmit, nu. 


*An objective survey of 1245 physicians in the 
U.S. and in 49 other countries brought out this 
fact: Serpasil controlled or helped to control hig) 
blood pressure in 73.8% of all patients treated. 
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BEFORE THE URINALYSIS, STOP THE PAIN: 


Pyridium relieves urinary tract symptoms of pain, burning, frequency 
and urgency in less than 30 minutes...is compatible with the antibac- 
terial of your choice...a quick-acting analgesic for instrumentation or 
while awaiting surgery. Pain relief allows improved ® 
bladder function, reduces pooling of infected urine. PYRIDIUM 


(BRAND OF PHENYLAZO-DIAMINO-PYRIDINE HCI) 














MORRIS PLAINS, N. J. 








Habit Time of Bowel Movement « PETROGALAR 
(Aqueous Suspension of Mineral Oil, Plain) 
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IF THE URINALYSIS SHOWS INFECTION: 


New Pyridium Tri-Sulfa, for acute urinary tract infections, is the only 
combination treatment which provides the therapeutic dose of analgesic 
Pyridium with only 1 tablet four times daily. Provides symptom relief 


ind efficient antibacteral action PV RIDIUM TRI-SULFA 
and efficient antibacterial action. pet : 


ULFAPYRIMIDINE) 


% 




















MORRIS PLAINS, N. J. 
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‘...and switch Mr. Mason to Ascriptin, that new Rorer product. 
It stops the pain quicker, and won’t upset his stomach.’’* 


* ASCRIPTIN (aspirin buffered with MAALOX®) “‘*...acts faster and produces higher 
blood salicylate levels compared with acetylsalicylic acid. It reduces pain more 
rapidly in arthritic conditions and simple headaches. In addition, patients who 
suffered from gastric irritation after aspirin were able to take Ascriptin in com- 
parable dosages without any ill effects.’”! 


' Clinical and Blood Chemical Studies with Ascriptin. 
Feinblatt, T.M., et al. N.Y. State J. Med. 58:697, March 1, 1958. 


ASCRIPTIN: Acetylsalicylic acid 0.80 Gm., with MAALOXx® (magnesium aluminum 
hydroxide gel) 0.15 Gm., bottles of 100 tablets. 


Samples on request. 


WILLIAM H. Rorer, INc., Philadelphia 44, Pa. 











IF URINARY INFECTION PROVES CHRONIC: 


Mandelamine is antibacterial, yet is not an antibiotic! Effective in many 
urinary tract infections resistant to antibiotics and sulfonamides, won’t | (enimcort 
sensitize patients, no resistant strains develop. Mandelamine obviates 


need for alkalis or forcing of fluids, and it is MANDELAMINE [ 
excellent for long term therapy. Cost is low. MORRIS PLAINS, N. J 


























... he’ll soon be on the beam again, thanks to 








1 fi LABORATORIES, INC - PHILADELPHIA 82. PA. :ju.s remhoss 









(FLEXIN® + TYLENOL®) 


low back syndrome...sprains...strans... 
rheumatic pains 


FLEXILON gets them back. on the job fast. Each 
tablet contains: 


FLEXIN Zoxazolaminet . . . . . 125mg. 
The most effective oral skeletal muscle relaxant. * 
TYLENOL Acetaminophen:. . . . . 800mg. 


The preferred analgesic for painful musculoskeletal 
disorders. 
SUPPLIED: Tablets, enteric coated, orange, bottles of 50. 


(*structural steel worker—construction workers’ slang.) 


*Trade-mark 


156A58 





In a recent 140-patient study’ DIMETANE gave “‘more relief or was superior to other anti- 


histamines,”’ in 63, or 45% of a group manifesting a variety of allergic conditions. Gave 
good to excellent results in 87%. Was well tolerated in g2%. Only 11 patients (8%) 
experienced any side reactions and 5 of these could not tolerate any antihistamines. 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- ee ee ee 
mine effects daylong or nightlong for 10-12 hours. Tablets (PARABROMDYLAMINE MALEATE) 
(4 mg. each, scored) or pleasant-tasting Elixir (2 mg./5 cc.) 

may be prescribed t.i.d. or qid., or as supple- y Vj / 

mentary dosage to Extentabs in acute allergic eS ime ne 
situations. A. H. ROBINS CO., INC., Richmond 7 a 


20, Virginia. Ethical Phardnccuticsls of Merit Since 1878. EXTENTABS® e TABLETS e ELIXIR 
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CHRONIC PROSTATITIS 
... COMMON 
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brand of nitrofurantoin 


in prostatitis... 


‘Antibacterial medication, preferably FuRADANTIN (Eaton) 100 mg. 4 times daily 
is indicated in the acute, subacute and severe chronic forms.’’* 


FURADANTIN, first in prostatitis for: 

= rapid bactericidal action against a wide range of gram-negative and gram- 
positive bacteria and organisms resistant to other agents . . . including Proteus, 
Staphylococcus and certain strains of Pseudomonas 

= negligible development of bacterial resistance in 6 years of extensive use 

= excellent tolerance—nontoxic to kidneys, liver and blood-forming organs; no 
cases of monilial superinfection, crystalluria or staphylococcic enteritis ever 
reported 

= long-term safe administration 


‘From clinical observation we have found that more cases of chronic prostatitis 
respond to FURADANTIN than to any other anti-infection agent.’’* 


Average FURADANTIN dosage in prostatitis—Acute cases: 100 mg. q.i.d. until 
cured. Chronic cases: 100 mg. q.i.d. for 10 to 14 days; depending on response, 
dosage may then be reduced to 100 or 200 mg. daily for 1 to 3 months. 


Supplied: Tablets, 50 and 100 mg., bottles of 25 and 100. Oral Suspension, 25 
mg. per 5 cc. tsp., bottle of 60 cc. Intravenous Solution, sterile 10 cc. ampules 
(60 mg. FuRADANTIN each) box of 12. 


References: 1. Alyea, E. P.: Infections and Inflammations of the Male Genital Tract, in Campbell, M.: 
Urology, Philadelphia, W. B. Saunders Co., 1954, vol. 1, p. 643. 2. Carroll, G., in panel discussion, J. Am. 
Geriat. Soc. 5:635, 1957. 3. Barnes, R. W.: Prostatitis, in Conn, F.: Current Therapy 1957, Philadelphia, 
W. B. Saunders Co., 1957, p. 353. 4. Barnes, R. W., in discussion of Chinn, J., and Bischoff, A. J.: Tr. West. 
Sect. Am. Urol. Ass. 22:189, 1955. - 


NITROFURANS-~—a new class of antimicrobials—neither antibiotics nor sulfonamides awl Ne 
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EATON LABORATORIES, NORWICH, NEW TOR 

































Sor inflammatory anorectal disorders .. . 


Rectal Suppositories with Hydrocortisone, Wycth 
the first suppository to contain 
to reduce inflammation and edema 


Plus the time-tested —to relieve itching, burning, soreness, pain 





Postoperative scar tissue with inflammatory reaction 
Acute and chronic nonspecific proctitis 

Proctitis accompanying ulcerative colitis 

Acute internal hemorrhoids 

Radiation proctitis 

Medication proctitis 

Cryptitis 





Sf Mel shih, yas | pig . Q 








10 mg. hydrocortisone acetate, 15 mg. 
extract belladonna (0.19 mg. equiv. 


total alkaloids), 3 mg. ephedrine sul- 4 j 
fate, zinc oxide, boric acid, bismuth 
oxyiodide, bismuth subcarbonate and ‘ 


balsam peru in an oleaginous base. 


Postoperative 
Scar Tissue w= ie 
ip Ate ' 
\9 %) 
Supplied: Each suppository contains 4 ie 


mae 





Literature available on request 
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“knee-itis” 


there’s pain 
and inflammation here... 
it could be mild or 
severe; acute or chronic, 
primary or sécondary fibrositis 
/ or even early © 
heumatoid arthritis:: 





















more potent and comprehensive 
treatment than salicylate alone 


. assured anti-inflammatory 


a effect of low-dosage corticosteroid" 
a .. additive antirheumatic action 
3 of corticosteroid plus salicylate ?°5 

| brings rapid pain relief; 


q aids restoration of function 
: more easily manageable corticosteroid dosage 

. much less likelihood of 
treatment-interrupting side effects '~* 





Composition 
METICORTEN® (prednisone) .. 0.75 mg. 


Acetylsalicylic acid 25 mg. 
Aluminum hydroxide 75 meg. 
Ascorbic acid 20 mg. 


of 100 and 1000. 


References: 1. Spies, T. D., et al.: 
J.A.M.A. 159:645, 1955. 2. Spies, T. D., 
et al.: Postgrad. Med. 17:1, 1955. 3. 
Gelli, G., and Della Santa, L.: Minerva 
Pediat. 7:1456, 1955. 4. Guerra, F.: 
Fed. Proc. 12:326, 1953. 5. Busse, 
E. A.: Clin. Med. 2:1105, 1955. 6. 
Sticker, R. B.: Panel Discussion, Ohio 
State M. J. 52:1037, 1956. 
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Packzging: SiamaGeEN ® Tablets, bottles | 
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| 
Complete information on the use of | 
SiGMAGEN available on request. | 
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Selering 


SCHERING CORPORATION + BLOOMFIELD, N. J 


IMPORTANT 
THERAPY 


with 
Mc DSepical Ben Mis 
/ 


hraurosis Vulvae 
WalislllCmittiam dau 


Postmenopausal Vaginitis 
Senile Vaginitis 


Hist-A-Cort-E.. 


WW EXCLUSIVE — 
ACID MANTLE 
VEHICLE , ACID MANTLE® Hydrocortisone - 


Estrone-Pyrilamine Maleate-Synthetic Vitamin A 


providing 


Epithelium Regenerative 
Antiinflammatory 


ivHe 


Antipruritic 


-<rI> 
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Antikeratotic 
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A M0)-V ISTH 


Antiallergic 
Antihistaminic 
Normal-Vaginal- and 

Anal-Tract- pH-Restorative 
Sig: Apply twice daily—Supply: 1 oz. tubes 


0 80, 
Samples and literature on request ils. 


ete) i Chewmccals hac. 109 WEST 64 ST., NEW YORK 23, N.Y. vay 


665 N. Robertson Blvd., Los Angeles, Calif In Canada: 2765 Bates Rd., Montreal, P.Q 











“But, 
Grandma, 
it’s 
your 


i favorite 
dish!’ 
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For the elderly patient who lacks appetite, is all worn out—too tired to eat— 


prescribe the high potency combination of.B,, and B,: 


T RO r H ] T k* for appetite 


25 mcg. B,, and 10 mg. B, per delicious teaspoonful or convenient tablet 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 






























Here’s a question that will probably hang 
fire as long as we have chickens and 
eggs around. It’s the type of hypothetical 
question the people at Texas Pharmacal 
Company amuse themselves with during 
siesta time. 


Take Lubriderm, for instance. What 
makes it the best skin lubricant money 
can buy? Naturally, we put only the 
finest materials we can find in this pro- 
duct — but we also pour into Lubriderm 
manufacturing skills that have developed 
from years of research and experience. 





It wouldn’t be Lubriderm if we tried to 
save a penny by using something cheap. 
And on the other hand, it certainly 
wouldn’t be Lubriderm either, if we just 
dumped a lot of extra-special ingredients 
into a bottle — stuck a label on it — and 
forgot the whole thing. 


It takes a lot of know-how on the part 
of the hen to provide your breakfast 
eggs. And you can bet your bottom dol- 
lar it takes more than a little know-how 
to combine the best ingredients in the 
world and come up with... 


LUBRIDERM 


.-- for dry skin 


You can easily judge for yourself whether Lubriderm is worth 
all the fuss we go to to make it. Use it yourself or have one of 
your patients give it a whirl. You'll find Lubriderm soothes and 
relieves dry, uncomfortable skin almost as fast as you can rub 
it in. Lubriderm never feels sticky or “smothery”. Lubriderm 
always smooths right in without a greasy film. 

We'll be glad to supply the Lubriderm, of course — just write 
us. If you want a stock size bottle for your own use, be sure to 
say so; otherwise, we'll probably just send samples. 


TEXAS PHARMACAL 


532A 


COMPANY 


° SAN ANTONIO. TEXAS 
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appetite curbed 













sleep undisturbed 
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PRELUDIN |s"slo"5i''5I2" ma 


(brand of phenmetrazine hydrochloride) 
makes losing weight easier 

specifically for weight reduction PRELUDIN effectively curtails the patient’s craving for food...generally 
producing two to five times the weight loss achieved by dietary means 
alone.!3 


makes losing weight comfortable 

PRELUDIN produces little or no C.N.S. stimulation or other undesirable 

side reactions.}5 | 
} 


makes losing weight notably safe 
PRELUDIN may be used in cases of moderate hypertension, chronic 
cardiac disease or diabetes.” 


(1) Ressler, C.: J.A.M.A. 165:135 (Sept. 14) 1957. (2) Gelvin, E. P.; McGavack, T. H., 

and Kenigsberg, S.: Am. J. Digest. Dis. 1:155, 1956. (3) Barnes, R. H.: J.A.M.A. 166:898 

(Feb. 22) 1958. (4) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (5) Natenshon, A. L.: 

Am. Pract. & Digest Treat. 7:1456, 1956. 
| 
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Precupin® (brand of phenmetrazine hydrochloride). Scored, square, pink 


Y tablets of 25 mg. Under license from C. H. Boehringer Sohn, Ingelheim. 
original silhouette hand cut by Mochi 


























(phenylbutazone GEIGY 
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GEIGY 


Ardsley, New York 





in a broad spectrum of inflammatory indications — 


® potent 
anti-inflammatory 


A “...specific anti-inflammatory action similar to that observed from the adrenocortical 
steroids, with secondary analgesic and antipyretic activity”! accounts for the efficacy 
of BUTAZOLIDIN. This is confirmed by experimental observations? and by objective 
measurements, biochemical determinations and therapeutic responses in clinical 
studies.7-16 


The broad-spectrum efficacy of BUTAZOLIDIN has been established by over 1,000 pub- 
lished reports and 150 million patient-days in: bursitis; gouty arthritis; rheumatoid 
arthritis; osteoarthritis; acute superficial thrombophlebitis; rheumatoid spondylitis; 
thrombosed hemorrhoids; psoriatic arthritis; peritendinitis. 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send 
for detailed literature before instituting therapy. 


(1) Robins, H. M., and others: Am. Pract. & Digest Treat. 8:1758, 1957. (2) Domenjoz, R.: Internat. Rec. Med. 
165:467, 1952. (3) Stein, |. D.: Angiology 6:403, 1955. (4) Kiing, H. L.: Schweiz. med. Wchnschr. 85:262, 1955. 
(5) Yourish, N.; Paton, B.; Brodie, B. B., and Burns, J. J.: A.M.A. Arch. Ophth. 53:264, 1955. (6) Selitto, J. J., and 
Randell, L. D.: Fed. Proc. 13:403, 1954. (7) Smyth, C. J., and Clark, G. M.: J. Chron. Dis. 5:734, 1957. (8) Brodie, 
B. B., and others: Am. J. Med. 16:181, 1954. (9) Payne, R. W., and others: J. Lab. & Clin. Med. 45:331, 1955. 
(10) Connell, J. F., Jr., and Rousselot, L. M.: Ann. New York Acad. Sc. 68:155 (Aug. 30) 1957. (11) Currie, 
J. P.; Brown, R. A. P., and Will, G.: Ann. Rheumat. Dis. 12:88, 1953. (12) McMahon, M. F.: Rheumatism 13:17, 
1957. (13) Vollmer, J.; Weiskettel, R., and DeCourcy, J. L.: Ohio M. J. 53:910, 1957. (14) Sigg, K.: Angiology 
8:44, 1957. (15) Skversky, N. J.; Yarrow, M. W., and Lewinn, E. B.: J. Albert Einstein Med. Cen. 5:268, 1957. 
(16) Braden, F. R.; Collins, C. G., and Sewell, J. V.: J. Louisiana M. Soc. 109:372, 1957. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. BUTAZOLIDIN® Alka: Capsules 
containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magnesium 
trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 96088 





= 



























NO LONGER 
LIVING IN THE PAST 
...BUT LIVING AGAIN! 





RESTORATION OF FACULTIES AND BODY TONE 


The mutual synergic relationship between mental percep- 
tions of all kinds and body tone has been demonstrated.” 
The combined central nervous and peripheral actions 

of ANALEPTONE improve both mental faculties and body 
tone, These actions commend its use in a wide range of 
disorders common to aged patients. 


CEREBRAL HYPOXIA » CONFUSION 
» APATHY + ANTISOCIAL BEHAVIOR 
» DEPRESSION + LOSS OF MEMORY 
*» INABILITY TO CONCENTRATE 


Note: No side effects are observed save for occasional and transient 
“niacin flush” in sensitive individuals. 


1. Boernstein, W. S.: Tr. New York Acad. Sci. 20:72, 1957. 
ADDITIONAL REFERENCES: Smigel, J. O.: M. Times 
85:149, 1957; Levy, S.: J.A.M.A. 153:1260, 1953; Thompson, L. J., 


oe oo | , REED & CARNRICK and Procter, R. C.: North Carolina M. J. 15:596, 1954; Erwin, 
‘ahumiates Jersey City 6, New Jersey H. J.: Missouri Med. 53:1071, 1956. 
ANALEPTONE ELIXIR ANALEPTONE TABLETS 
Each teaspoonful (4 cc) contains: Each tablet contains: 
Pentylenetetrazol ........cc ccc eecueecns 200 mg. Pentylenetetrazol ............. ese 100 mg. 
NIGGER isc eG 100 mg. POE boa ev cc eis veiear see 50 mg. 
Peptenzyme® Elixir ..........00cceese qs. Weneieh IG 000 . oo i... vib ccc 5 mg. 
SUPPLIED: Bottles of 8 fi. oz. SUPPLIED: Bottles of 100. 


DOSAGE: One-half to one teaspoonful of Elixir; one to two tablets, | to 3 or 4 times daily. 
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STANDARD LABORATORIES, INC. 
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*Gasster, M.: Med. Times, to be published. 


>. | Morris Plains, N.J. 








triple 


relieves apprehension, anxiety and irritability 













restores endocrine balance; relieves vasomotor 
and metabolic disturbances 
relaxes skeletal muscle; relieves low back pain, 
tension headache 


av reas “Me Each tablet contains: 
Ly f ‘ f Lc} , 
t é s Miltown (meprobamate, Wallace) . . .400 mg. 
adit: Y x Cae GV ae ee 2-methyl-2-n-propyl-1,3-propanediol dicarbamate 
MILTOWN® CONJUGATED ESTROGENS Conjugated Estrogens (equine)...... 0.4 mg. 
2 TRANQ R WITH = . 
: ledge + (EQUINE) Supplied: Bottles of 60 tablets. 
* MUSCLE-RELAXANT ACTION ORALLY ACTIVE ESTROGEN “ 5 
r Dosage: 1 tablet t.i.d. in 21-day courses 
Fe with one week rest periods; should be 
. adjusted to individual requirements. 
» WALLACE LABORATORIES, New Brunswick, N. J. Literature and samples on request 
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A a first on the list 


HY DROCHLORIDE TRIHEXYPHENIDYL HCI LEDERLE 


ARTANE is effective in all forms of Parkinsonism, cardiac, hypertensive, 
postencephalitic and idiopathic types. Wel) tolerated, ARTANE maintains strong 
antispasmodic action over prolonged periods of treatment. ARTANE is remarkably 
free of serious toxic properties, has no deleterious effect on bone marrow function. 


Supplied: 2 mg. and 5 mg. tablets, and elixir containing 2 mg. per teaspoonful (5 cc.) 


Dosage: 1 mg. the first day, gradually increased, according to response, 
to 6 mg. to 10 mg. daily divided in 3 doses at mealtime. 
*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY 


Gutrt) 
( Lederle ) 
a PEARL RIVER, NEW YORK 































the hypertension 
and the psychic tension 


Now... 
control both 


for fuller patient benefits 


When you prescribe EQUALYSEN for es- 
sential hypertension, your patient bene- 
fits from both objective and subjective 
relief. Through control of both vascular 
andemotional factors, EQUALYSEN lowers 
blood pressure, induces remission of 
hypertensive manifestations, relieves 
mental and muscular tensions. The bene- 
fits of ganglionic blockade are increased 
by the concurrent relief of psychic stress, 
and dosage of the blocking agent may 
be reduced in many patients. Your elder- 
ly hypertensive patient in particular will 
benefit from increased symptomatic re- 
lief afforded by EQUALYSEN. Tablets, 
vials of 50 (200 mg. mepro- 7 
bamate, 20 mg. pentolinium 


R 
tartrate ae Philadetphia 1, Pa. 


BKQUALYSEN 


Meprobamate and Pentolinium Tartrate, Wyeth 





lowers blood pressure and relieves emotional symptoms 
*Trademark 


















Frankel and Strider' report: 
“Intravenous Priscoline gave 
excellent to good results in over 
90% of our cases.” 















































“Priscoline hydrochloride 
intravenously is an effective agent 
in the treatment of acute and 
recurrent acute subdeltoid bursitis.” 


The 150 patients in this study 
were given 1 ml. (25 mg.) 
Priscoline, by intravenous injection, 
daily from 1 to 3 days. Excellent 
results (relief gained immediately 
or within 24 hours; painless 
rotation of arm) were achieved in 
71 patients. Good results (no 
sedation required; partial 
movement of arm without discom- 
fort) were obtained in 68 patients. 
Eleven patients had no relief. 


Patients’ ages ranged from 22 to 
85 years. Calcification was 
present in varying degrees in 82 
cases. Sixty-nine patients 
reported previous attacks and 
had been treated unsuccessfully 
with X-ray, hydrocortisone 

and other agents. 


The authors suggest it is the 
sympatholytic action of 
Priscoline which relieves pain by 
chemical sympathetic block. 
Further, “Priscoline may, through 
its vasodilating ability, promote 
the transport of calcium 

away from the bursa.” 


“We can especially recommend 

its use in cases where X-ray 

therapy or local injection 
of hydrocortisone has failed.” 





1. Frankel, C. J., and Strider, D. V.: 
Presented at Meeting of American 
Academy of Orthopaedic Surgeons, 
New York, N.Y., Feb. 3, 1958. 


~ SUPPLIED: MULTIPLE-DOSE VIALS, 


NEW INDICATION: 10 mi., 25 mg. per ml 
Also available: TABLETS, 25 mg.; 
ELIxiR, 25 mg. per 4-ml. teaspoon. 


Parenteral Priscoline° PRISCOLINE® hydrochloride 


(tolazoline hydrochloride C!BA) 
a sas + Illustration by F. Netter, M.D., 
relieves bursitis pain 2s" 
Cover (Jan.-Feb.) 1958. 
In over 90% Of cases __..... SGanierate 
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Thelen 
your patients 
arersio mie) (si rales 


Rarical 


iron-calcium TABLETS 


a unique new compound, ferrous calcium citrate, with tricalcium citrate 


* iron and calcium in one molecule 


- more hemoglobin in less time 


- no leg cramps with this iron-calcium 
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FOR THE CARDIAC CANDIDATE CAUGHT IN THE jam@ga} am SQUEEZE 





AVOIDS THE THERAPEUTIC EX- 
TREMES OF PREVIOUS RESER- 
PINE AND RAUWOLFIA AGENTS 


Brand of rescinnamine 
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FOR THE CARDIAC CANDIDATE 


LINODOXINE 


Linoleic Acid (Essential Unsaturated Fatty Acid) and Pyridoxine HCl REDUCES 
ELEVATED 
SERUM 
CHOLESTEROL 
LEVELS IN 
A SUBSTANTIAL 
MAJORITY OF 
PATIENTS'* 


PLEASANTLY 
ORANGE - FLAVORED 
EMULSION AVOIDS 

TASTE FATIGUE 


EMULSION 
bottles of 1 pint 
Dosage: 

1 tablespoonful t.i.d. 


CAPSULES 
bottles of 100 and 250 
Dosage: 

2 to 4 capsules t.i.d. 
before meals 


1, Van Gasse, J. J., and 
Miller, R. F.: Current 
Concepts on the Etiology 
and Management of 
Atherosclerosis, Scientific 
Exhibit, A.M.A. Meet., 
June 3-5, 1957, New York. 
2. Farquhar, J. W., and 
Sekelow, a Circulation 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6,New York ie ay 
$. Van itallie, 7. B.: J. Am. 
Dietet. A. 34:248, 1958. 








better nutrition, 
more effective buffering 


Sustagen:’ 


Complete food, Mead Johnson 
powder 


helps you keep 
peptic ulcer patients well-fed 
... comfortable... on the go 


With Sustagen, you can provide the 
peptic ulcer patient with a diet complete 
in all known essential nutrients... and, 
because of its effective buffering action, 
Sustagen helps speed healing of the lesion. 


In a study of 40 patients ‘refractory to 
conventional ulcer therapy,” 87% re- 
sponded favorably toa Sustagen regimen. 
(Winkelstein, A.: Am. J. Gastroenterol- 
ogy 27: 45, 1957) 


Special Printed Diets for Peptic Ulcer 
Patients (Lit. 306) are available to save 
you time in instructing your patients. 
For a supply or specimens of these diets, 
you are cordially invited to ask your 
Mead Johnson Representative or write 
to us, Evansville 21, Indiana. 


\ Mead Johnson 


Symbol of service in medicine 





Kors 
depression 





‘“—D a Clinically confirmed 
epro in over 1,200 
documented 
case histories” 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 
> restores natural sleep 
> reduces depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike amine-owidase inhibitors 


> does not adversely affect blood pressure 
or sexual function 


& causes no excessive elation 
> produces no liver toxicity Dosage: Usual start- 


ing dose is 1 tablet 
q.i.d. When necessary, 
° ° ‘ this dose may be grad- 
Deprol is unlike central nervous stimulants ually increased up to 

° ° 3 tablets q.i.d. 

» does not cause insomnia ‘ 
x omposition: Each 
> produces no amphetamine-like jitteriness tablet contains 400 
3 mg. meprobamate and 
> does not depress appetite 1 mg. 2-diethylamino- 
p ce ethyl benzilate hydro- 
> has no depression-producing aftereffects chloride (benactyzine 
: : HCl). 

> can be used freely in hypertension and iit: Shia et 


in unstable personalities 50 scored tablets. 


> does not interfere with other drug therapies 


1. Alexander, L.: C of i Use of combined with b ine (2-diethy hy! benzilate) 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current personal communications; in the files of Wallace Laboratories. 








Prmane-manx 


ae Literature and samples on request Qy wattace LABORATORIES, New Brunswick, N.J. 














single-tablet dosage 
controls and prevents bronchospasm! 


Single-tablet dosage with Cholarace, 1 tablet q.4.h., aborts acute bronchospasm 
attacks .. . helps build patient-protection against recurrence! And rarely causes 
any gastric disturbance. Prescribe Cholarace for acute bronchospasm in asthma, 
hay fever, bronchitis and pulmonary infections in general. 


CHOLARACE WORKS TWO WAYS! 





Tablet Coating contains racephedrine HCI (20 mg.) for rapid bronchodilata- 
tion with less CNS stimulation than ephedrine alone . . . plus gentle pento- 
barbital (27.5 mg.) for quieting without “hangover.” 

Tablet Core provides long-lasting bronchodilatation with 200 mg. of well 
tolerated, easily absorbed choline theophyllinate (Choledyl®). 


for complete bronchospasm control 
CHOLARACE: 


WARNER-CHILCOTT 
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(1) Miller, E, W,, Jr: New | 
York J. Med. 56:1446, 1956. 





On a unique debriding-healing agent 


(2) Garnes, A. L.. and 
Barnard, R. D.: Angiology 
8:13, 1957. (3) Morrison. J. 
E.. and Casali, J. Li: Am. 
J. Surg. 932446, 1957. 
(4) Miller, J. M.; Godfrey. 
G. C.: Ginsberg. M.. and 
Papastrat, C. J -osterad. 
Med. 22:609, 1957. 





and Byrne, J. J.: 
Surg. 95:102, 1958. 
penter, E, 
Month. 85: 

(7) Wood. O. H.: \ 
M. J. 7:265, 1958. 
J. E. and Golden, 


292 


J. Surg. 95::828, 


(9) Miller, J. M.: 
43:939, 1958. (10) 


C. H.. and Maley. 


M. Times, in press. 


Panafil...... 


The increasing body of clinical evidence proves PANAFIL Ointment singularly effective in the treatment of 


chronic and infected wounds and ulcers. 


All investigators!!” agree that PANAFIL produces and maintains a clean wound base and encourages normal 


healing. Local infection, even in cases resistant to previous antibiotic therapy, is consistently reported to 


be controlled effectively by PANAFIL alone. 


The rapid, clean healing observed with PANAFIL therapy results from a unique combination of ingredients: 


@ Papain, the proteolytic enzyme — digests necrotic tissue and liquefies exudate without harm 


to healthy tissue—eliminates local infection by removing the bacteria-supporting substrate. 


@ Urea, the protein-solvent — augments the debriding action of papain by exposing protein 


substrates to complete proteolysis. 


®@ Chlorophyll Derivatives (water soluble)—control inflammation by protecting viable tissue 


from the effects of protein breakdown products— encourage normal healing, reduce necessity 


for skin grafting. 


Packacinc: Available on prescription 


Panafil for local treatment of wounds and ulcers 


{J 
company . MOUNT VERNON, NEW YORK 


only in 1-oz. and 4-o0z. tubes. 


3.: Virginia M. 


8) Burke. 
















se. J. W.. 
Am. J. 


(6) Car- 


1958. 


laryland 


T.: Am, 
1958. 
Surgery 
Carter, 
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relieve 

the L 
symptoms 

of constipation 





D treat 
the 

causes 

of constipation 















headache faulty digestion 























malaise insufficient flow of bile 


gas and distention poor muscle tone 
bad breath irregularity 


anorexia 





Caroid and Bile Salts tablets help correct: 


Faulty digestion—The enzyme, Caroid, improves protein digestion up to 15%. 





Insufficient flow of bile — Bile salts increase the flow of bile to maintain normal 
water balance in the colon for soft, well-formed stools — and to improve fat digestion. 





Poor muscle tone —Two gentle laxatives working synergistically provide mild 





stimulation of the upper and lower bowel. 


Irregularity — Caroid and Bile Salts with its (D) digestant (€) choleretic(t) stimu- 
lant laxative action encourages return to normal daily bowel function. 


AMERICAN FERMENT COMPANY, INC. ¢* 1450 BROADWAY, NEW YORK 18, N.Y. 


CAROID and BILE SALTS TABLETS siteaics 


make it a routine practice to have only “regular” patients 
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RHEUMATOID ARTHRITIS 


























PROXIMAL SIDE 
OF JOINT 


ADHESION FIBROUS 


ANKYLOSIS 





From left to right, 

in an increasing gradient 

of involvement: 

Edema of synovial membrane, 
proliferation of capillaries i“ 
and fibroblasts, Se 
accumulation 

of inflammatory cells, 


at Se cD Fr 













n effusion into joint space, 
pannus formation, 
and finally adhesions 
and bony ankylosis. \ 
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IN RHEUMATOID DISORDERS Medr ol 











Accompanying disturbances 
of peripheral rheumatoid 
arthritis, with approximate 


percentages 


of occurrence. 





| SUBCUTANEOUS NODULES in 15-20% 
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LYMPHADENOPATHY 
in 33% 
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PSORIASIS in 5% 
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VALVULAR DAMAGE mately 2 
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| Significa 
There is a difference of often re 
: = a eis ee opinion as to whether or not from M 
the variations shown here 
| have a common etiology. Thus, 
Clinically, however, methylp 
VARIANTS OF RHEUMATOID ARTHRITIS they can be distinguished. ; 
| sone, a t 
Peripheral Juvenile or Felty’s with dec 
(see previous page) Still’s Disease Disease Psoriatic Spondylitis . 
| lessenins 
Serological >70% positive Usually - Usually Usually h d 
s ; and, 
Tests negative negative negative 
methy]} 
Proximal inter- Same as Poly- Same as Sacro-iliac “A 
Usual Site of phalangeal joint, peripheral, arthritic _peripheral,but and vertebral “UMEee © 
Involvement metacarpophalangeal with common also terminal column. unsucce¢ 
joint of hands, involvement interphalangeal 30% develop & + 
knees, feet, wrists, of spine also joint of hands _ peripheral the ’ 
elbows and psoriasis rheumatoid I each 
] of nails arthritis 
| - In short 
| Splenomegaly 10% 30% 100% Same as sa | 
| peripheral control 
| Lymphadenopathy 33% 60% —_— Same as =—s pidiede 
peripheral therapy 
Blood Hypochromic Leukocytosis Leukopenia Same as = less Sev 
anemia; possible 50,000/mm.? peripheral + 
leukocytosis; With I 
possible leukopenia toid pa 
Sex Incidence 60% to 65% to 70% a Same as 80% to90% B, low 
: : owe! 
70% female female peripheral male 
Age of Onset 30—45 years Prepuberty —- Same as 20-30 incre 
peripheral years 
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The “conversion test” is a simple way to see 
for yourself how much better and more 
ufely Medrol maintains the arthritic. Switch 
him from whatever corticosteroid you are 
now using to the same amount of Medrol. 
As reported in published papers, you'll see 
greater ease of motion,” greater strength in 
periarticular muscle groups,’ greater relief 
of all the signs and symptoms of the disease. 
In all likelihood, nodules will soften'* and 
Grade I response (remission) will often 
occur." 


As for side effects, you'll see increased diu- 
resis as proper electrolyte balance is reas- 
serted and edema is relicved.’* You'll sec 
other corticoid effects decrease or reverse.* 


These results will probably make it possible 
for you to reduce the dose.** The Medrol 
patient is usually well managed on approxi- 
mately 20% less steroid intake than on other 
corticoids’... with, of course, an even further 


Freduction of the risk of side effects. 


Significantly, while conversion to Medrol 
often results in valuable gains, conversion 
from Medrol is likely to lead to reverses.’ 
“Thus, on the same or smaller doses of 
methylprednisolone [Medrol] than predni- 
sone, a total of 34 of 60 patients responded 
with decrease in rheumatoid activity or had 
lessening of symptoms....”* On the other 
hand, ‘‘Substitution of prednisone for 
methylprednisolone [Medrol] during the 
course of treatment with the latter drug was 
unsuccessful... Varying degrees of increase 
in the rheumatoid manifestations occurred 
in each instance.’” 


Inshort, rheumatoid manifestations are best 
controlled with Medrol. Major side effects 
ae virtually nonexistent—even in long-term 
therapy—and minor side effects are rarer and 
less severe than with other corticosteroids. 


With Medrol, you can give your rheuma- 
toid patients the benefits of 

‘ lower daily dosage 

increased therapeutic effectiveness 

‘ greater freedom from side effects. 


Medro 


IN RHEUMATOID 
ARTHRITIS: 

THE “CONVERSION TEST” 
POINTS T0 


* 


DISTINGUISHED 

FOR 

CORTICOID EFFECTIVENESS 
DISTINGUISHED 

FOR 

THERAPEUTIC SAFETY 


FrpADEMARK, REG, U.S. PAT. OFF.-METHYLPREONISOLONE, UPLOHN 





This is the unique Medrol 
molecule designed by Upjohn 


research to achieve the widest known 


split between the specific, 
anti-inflammatory corticoid action 
and the undesirable 
mineralocorticoid effects.”* 





A 


in the 6-alpha position. 


edrol 


The only corticosteroid with a methyl group 


DISTINGUISHED CHEMICALLY 
DISTINGUISHED CLINICALLY 
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IN ADRENOGENITAL 
SYNDROME 
« good results with 








IN OPHTHALMIC DISORDERS 


the molecular difference 

of Medrol results in 

* superior effectiveness 
and safety in ocular 
allergies, acute 
and chronic uveitis, 
and other disorders of 
the posterior segment 





Y OWE 

MEDROL 
THE DISEASE 

THE PATIENT 


r 


IN BLOOD DYSCRASIAS 

the chemical superiority 

of Medrol brings about 

* full temporary 
remissions in a number 
of patients with 
acute leukemia 

¢ striking clinical 
improvement in 
patients with chronic 
lymphocytic leukemia 


proninnet 


IN ALLERGIC DISORDERS 
this corticoid 

effectiveness of Medrol 
leads to 

* superior results in 





IN DERMATOSES 

Medrol's distinctive 

formula achieves 

* major improvement 
in the majority of even 
resistant cases 

* markedly shortened 
treatment period 

* drastic reduction in 
incidence and severity 
of side effects 


Medrol with no 
deleterious reactions 








9 out of 10 patients 
lowest incidence of 
side effects on record 
(about 4%) 


The Upjohn Company, Kalamazoo, Michigan 





1. Rosenberg, E. F: Rheumatoid 
Arthritis: Therapeutic Experiences 
with 6-Methylprednisolone (Meds 
Metabolism 7:487 (July) 1958 

2. Caplan, P. S.: Use of Methyl- 
prednisolone in Management 

of Rheumatoid Arthritis, 
Metabolism 7:505 (July) 1958 
3. Neustadt, D. H.: Effects 

of Methylprednisolone (Medrol 
in Rheumatoid Arthritis: A 
Preliminary Study, Metabolism 
7:497 (July) 1958. 

4. Bilka, P J., and Melby, J.C. 
A New Antirheumatic Steroid 
Preliminary Report, Minnesota 
Med. 4/:263 (April) 1958 





IN RHEUMATOID ARTHRITIS 

Medrol’s chemical 

distinction is reflected in 

* good to excellent 
results in nearly all 
cases 

* frequent functional 
reclassifications, up to 
complete remission 

* fewer and milder side 
effects than with 
any other corticoid 


[Upfohs| 
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om why wine 


Iby, J.C 
: Steroid a 
Minnesota i ~ @ 


¥ an Diabetes? 








To the physician faced with the treatment of 

diabetes, as well as to the diabetic sufferer on a necessarily 
restricted diet, it is reassuring that palatable dry table ! 

wines can be used safely to add a much needed 


sparkle and enjoyment to meals. 


Wine can serve as an excellent and regular source of 
energy, which does not require the participation of insulin. 
Wine has a sparing action on fats and proteins, 

is not converted into glucose or fatty acids, and, therefore, 


is neither ketogenic nor anti-ketogenic. 


Caloric Values of California Wines — Studies 
have shown that the average diabetic can oxidize from 7 to 
10 cc. of alcohol per hour without producing 


any toxic or other undesirable symptoms. 


Typical California table wines—except for 

sweet sauternes— yield from about 90 to 100 calories 

per 100 cc.; champagnes and other dry sparkling 

wines yield from 100 to 140 calories, while dry sherries, 
dry Vermouths and other miscellaneous.wines will 

yield about 160 calories and up to 250 


in case sweet Vermouth is used. 





A table giving the composition and energy value of wines, suitable for the 
calculated diabetic diet, will be supplied on request. 

You can make this request when writing for your copy of ‘‘Uses of Wine in Medical 
Practice’ to Wine Advisory Board, 717 Market Street, 


»john San Francisco 3, California. 











In the light of the modern trend toward less fat in This serving provides quick and lasting energy, is 
the diet and for quick and lasting energy foods, the low in fat, and is a good source of many nutrients as 
calories in the cereal and milk serving merit con- 


sideration. Both the cereal and the milk contribute _yjtamins, and essential minerals. Served with nonfat 


well-balanced nourishment. 


the calories in the cereal and milk serving 


are well balanced and low in fat 


shown in the table below. It furnishes about 10 per 
cent of the daily needs of protein, important B 


milk, the fat content is very low.* 





nutritive 
| composition 

of average 
cereal serving 


Bowes, A. deP., and Church, C.F.: Food Values of Portions Commonly Used. 8th ed. Philadelphia: A. deP. Bowes, 1956. 
Cereal Institute, Inc.: The Nutritional Contribution of Breakfast Cereals. Chicago: Cereal Institute, Inc., 1956. 


Hayes, O. B., and Rose, G. K.: Supplementary Food Composition Table. J. Am. Dietet. A. 33:26, 1957. 


CEREAL INSTITUTE, INC. -+ 135 South LaSalle Street, Chicago 3 
A research and educational endeavor devoted to the betterment of national nutrition 


HOA 











Cereal, 1 oz. 

Whole Milk, 4 oz. Cereal** Whole Milk Sugar 

Sugar, 1 teaspoon 1 oz. 402. 1 teaspoon 
rr 203 104 83 16 
PAOD SEIN os cceevecsese = - 3.1 gm. 4.2 gm. 
i) Ree rane 0.6 gm. 4.7 gm.* 
CARBOHYDRATE 22 gm. 6.0 gm. 4.2 gm, 
EPRAMOEES sows soo nedessehosec 0.025 gm. 0.144 gm. 
_. ., RES ae J a 1.4 mg. 0.1 mg. 
VITAMIN A.. = 1951.U 
THIAMINE.... 0.12 mg. 0.04 mg 
RIBOFLAVIN.... 0.04 mg. 0.21 mg 
8. eee ter J 4 1.3 mg. 0.1 mg. 
ASCORBIC ACID............... 1.5 mg. = 1.5 mg. 
CHOLES TEIOL.....sccccsesccsses 16.4 mg. 0 16.4 mg.” 

*Nonfat (skim) milk, 4 oz., reduces the Fat value to 0.1 gm. and the Cholesterol value to 0.35 mg. 

**Based on composite average of breakfast cereals on dry weight basis. 











in hypertensive patients who need 


drug therapy indefinitely 








Veralba-R will consistently control their blood pressure with- 
out serious side effects. Patients can look forward to trouble- 
free days with little need for dosage adjustment. 


Veralba-R is safer for long-term therapy because its unique 
combination of protoveratrine and reserpine makes possible 
smaller, better tolerated doses of these drugs than if they 
were used singly. 


And chemical assay assures invariant potency, eliminating a 
frequent cause for dosage adjustment. 


Composition: Each grooved, uncoated Veralba-R tablet con- 
tains 0.4 mg. of chemically standardized protoveratrine and 
0.08 mg. of reserpine. Supplied in bottles of 100. 


VERALBA- FR 


TM. 


PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 














WHEN YOU 


WANT EXCELLENT 
RESULTS IN 
MONILIAL 
WZNCTINIB ETS 





VAGINAL TABLETS 


RESULTS: 

“Of 96 patients with records suitable for tabulation, 85 had from good to excellent results.”! 
In a group of 13 pregnant and 12 nonpregnant clinic patients “all patients were rapidly relieved 
of their symptoms, within 24 hours in most cases. ... The writer has seldom been so rapidly 
convinced of the value of a new therapeutic agent.” 


Mycostatin is the safe, highly effective antifungal antibiotic . . . with direct, specific action 
against monilia. When you use Mycostatin Vaginal Tablets for .your patients with monilial 
vaginitis, your therapy can be 98.3% successful.? And your treatment will be clean—without 
messiness or staining—a point your patients will appreciate. 

Each tablet contains 100,000 units of Mycostatin and 0.95 Gm. lactose. Packages of 15 with 
applicator; packages of 100 without applicator. Each tablet individually foil wrapped. 
Therapy: 1 tablet intravaginally once to twice daily for 2 weeks, or as required. 

You can also use Mycostatin Oral Tablets; Mycostatin Ointment; Mycostatin Dusting Powder; 
Mycostatin for Suspension. 


1. Thomas, H. H.: Obstet. & Gynec. 9:163, 1957. 2. Browne, A. D. H.: J. Irish M.A. 40:86, 1957. 8. Pace, H. R., 
and Schantz, S. I.: J.A.M.A. 162:268, 1956. 


*MYCOSTATIN’® IS A SQUIBB TRADEMARK 


NMYCOSTATIN 








Squibb Nystatin 


SQUIBB 





SQUIBB QUALITY— 
THE PRICELESS 
INGREDIENT 


















A Totally New Molecule 
e Chronic Fatigue States 
e Mild Depression 

e Chronic Headache 
for the Treatment of init 
e Neurasthenia 


¢ Behavior Problems and Learning 
Defects in Children 





p-acetamidobenzoic acid salt of 2-dimethylaminoethanol 


Extensive clinical trials in over 2,000 patients prove ‘Deaner’ to be of 
value in the alleviation of a wide variety of emotional disturbances. 
Patients who lack in energy, are mildly depressed, and find it difficult to 
concentrate are greatly benefited by ‘Deaner’. 


REPORTS FROM INVESTIGATORS 


In medical student volunteers,‘Deaner’ In Exhaustion and Depression—In a 








produced increased daytime energy 
and attentiveness at lectures, sounder 
sleep (with a reduction in the hours 
of sleep needed), better ability to con- 
centrate on both studying and writing, 
decreased apprehensiveness prior to 
and during examinations, a more affa- 
ble mood and outspoken personality. 


1. Murphree, H. B., Jr.; Jenney, E. H., and 
Pfeiffer, C. C.: 2-Dimethylaminoethanol as a 
Central Nervous System Stimulant, Presented 
before Assoc. for Research in Nervous and Mental 
Disease, New York, Dec. 12-14, 1957. To be 
published. 


ADVANTAGES OF DEANER 


study of over 100 patients suffering 
from various psychiatric disorders, 
especially exhaustion and mild de- 
pression, the clinical effect of ‘Deaner’ 
was to increase energy and to relieve 
depression in over 70%. 

2. Lemere, F., and Lasater, J. H.: Am. J. Psychiat. 
114:655 (Jan.) 1958. 


In Learning Problems —Some of the 


children with reading problems and 
other learning defects have improved 
markedly during their treatment with 
“Deaner’. 

3. Oettinger, L., Jr.: Presented before the Ameri- 


can Encephalographic Society Meeting, Atlantic 
City, June 14, 1958. To be published. 


Effects come on gradually and are prolonged... 
Without causing hyperirritability, jitteriness or emotional tension... 
Without causing excess motor activity... 


Without causing loss of appetite... 


Without elevating blood pressure or heart rate... 
Without sudden letdown on discontinuance of therapy. 


DOSAGE: Initially, 1 tablet (25 mg.) daily in the morning. 
Maintenance dose, 1 to 3 tablets; for children, 4% to 3 


tablets. Full benefits may require two weeks or more 


of therapy. ‘Deaner’ is supplied in scored tablets con- 
taining 25 mg. of 2-dimethylaminoethanol. 
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EARLY POSTMENOPAUSE 
Complains of low back pain, vague 
aches and fatigue 

Posture is poor 


No x-ray evidence of bone lesions 


These three patients have osteoporosis. Early diagnosis 
and treatment with “Formatrix” is important because 
osteoporosis is probably the only age change that can be 
averted. With ‘““Formatrix” therapy, relief from the symp- 
toms of low back pain, vague aches and fatigue may be 
obtained in as little as a few weeks. ““Formatrix” supplies 
the essential materials to stimulate increased bone forma- 
tion and prevent further loss of bone substance that leads 
eventually to loss of height, stooped posture, and dis- 
abling fractures. 


The highest incidence of osteoporosis may be found 
among the 14,000,000 women in the U.S.A. who are 
55 years of age and over. Some investigators claim that 
almost all women past the menopause will show some 
degree of osteoporosis; furthermore, if all these women 
were examined carefully, 50 per cent would show x-ray 
evidence of decreased bone mass. 


AYERST LABORATORIES 
New York 16, N. Y. * Montreal, Canada 
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LATER POSTMENOPAUSE 
Back pain is severe, spreading to 
hips (“girdle pain”) 

Patient is round shouldered, 
walks with a stoop 


X-ray reveals compression fractures 
of lower vertebrae 









70 AND OVER 


Fracture of hip after a minor fall 
X-ray reveals fracture of neck of femur 


X-ray reveals compression fractures 
of lower lumbar vertebrae 


Suspicion may be the handiest diagnostic tool since pre- 
senting symptoms vary from mild to severe and in- 
capacitating pain, and no x-ray evidence of spinal degen- 
eration is available until about 30 per cent of the bone 
matrix is lost. Between these two extremes there are 
other signs of estrogen deficiency such as wrinkled and 
thinning skin, a tendency to appear older than stated 
years; there may also be Aypercalciuria when postmeno- 
pausal osteoporosis is complicated by acute osteoporosis 
of disuse. 


Osteoporosis is primarily an atrophic condition of bone 
matrix formation and any factor that depresses osteo- 
blastic activity or retards the formation of protein and 
connective tissue such as prolonged immobilization, cor- 
tisone therapy, or malnutrition will favor development 
of osteoporosis in both male and female. 
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) EARLY POSTMENOPAUSE 





“FORMATRIX” contains three most essential bone 
building materials necessary for matrix formation, estro- 
ven, androgen and vitamin C. 


The estrogen component of ‘“Formatrix” stimulates 
osteoblastic activity, thus aiding calcium and phos- 
phorus deposition; it also imparts a feeling of “well- 
being.” The anabolic action of methyltestosterone pro- 
motes the synthesis of protein and restores a positive 


“FORMATRIX” — each tablet contains: 
Conjugated estrogens equine (“Premarin”,)..... 
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Supplied: Tablets, bottles of 60 and 500, 
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LATER POSTMENOPAUSE 
X-ray reveals compression fracture 
of lower vertebrae 





nitrogen balance. Together, these hormones have a 
greater effect on bone and protein metabolism than either 
alone, and side effects are minimized because of the 
opposing action of the two steroids on sex-linked tissues. 
Vitamin C plays an important role in formation of inter- 
cellular cement substance and amino acid synthesis. 
“Formatrix” has a large amount of vitamin C to aid in 
new bone matrix formation and to further help in the 
healing of fractures. 


Pavers tal eiwie si0i8isie.s; Ors Sim Sins rore ears GUReieiauble 10.0 mg. 
USE SRR LOT WORE PORE CCE othe 400.0 mg. 


Dosage: 1 tablet a day — In the female, three weeks of treatment with a rest period of one week between 
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70 AND OVER 


X-ray reveals fracture of neck of femur 


PROMOTE HEALING OF FRACTURES 
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Reduce 


Cholesterol 


Without IODISM 


Iodo-Niacin reduces blood and liver choles- 





terol and in this way helps control athero- 
sclerosis. It is an important medication for 
the heart and arteries in elderly patients. 

Recent studies!.? demonstrate that iodides 
inhibit the increase of cholesterol in the liver 
and blood, and the development of athero- 


NO 
IODISM 


sclerosis. This action appears to be indepen- 
lOBDO-NIACIN dent of the thyroid. 


a lodo-Niacin effectively relieved the symptoms 
: of arteriosclerosis in a large series of elderly 
patients treated for over a year’.4. There 
was not a single case of iodism. 


Iodo-Niacin Tablets contain potassium iodide 
135 mg. and niacinamide hydroiodide 25 mg. 
The average dosage is 2 tablets three or four 
times daily. For faster action, lodo-Niacin 
Ampuls are available for intramuscular or 
slow intravenous injections. 





1. Cixculation 5:647, 1952. 2. Sollmann’s Manual 
of Pharmacology, 8th ed., 1957, p. 1122. 3. Am. 

J. Digest. Dis 22:5, 1955. 4. M. Times 84:741, 
1956. 


*U.S. Patent Pending ; : ; 
—————-Write for professional samples and literature + —————4 
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you expect 


ATARAX 


to calm your patients : 









BUT IN 
MANY 

DISORDERS 
YOU GET 





for example... 


IN CARDIAC CONDITIONS 


ATARAX is anti-arrhythmic. In addition to producing 
tranquilization, ATARAX “restored and then maintained 
normal sinus rhythm” in 30 patients with cardiac arrhyth- 
mias. All had been refractory to standard measures.) 


IN ALLERGIC REACTIONS 


ATARAX is antihistaminic, antiserotonin. Tranqui- 
lizers usually have an equivocal effect on allergic disease; 
ATARAX appears to be the exception.? Feinberg reports 
“striking results” in 15 out of 17 patients with chronic 
urticaria that cannot be attributed to calming action 
alone.2 To date, over 649 cases of allergic dermatoses 
have responded favorably to ATARAX.?+4 


IN GASTRIC DISTURBANCES 


ATARAX is antisecretory,> antispasmodic,® and an- 
titensive. Both emotional and physical aspects of gas- 
tric disorders are controlled by ATARAX. Treatment of 
peptic ulcer, epigastralgia, aerophagia with painful eruc- 
tations, and colic of spastic origin, has yielded prom- 
ising results.5.6 


ATARAX 


FOR MORE THAN ATARACTIC ACTION 


DOSAGE: Adults, one 25 mg. tablet or 1 tbsp. _—1. Burrell, Z. L., et al.: Am. J. Cardiol. 1 :624 
syrup q.i.d. Children, 1-2 10 mg. tablets or (May) 1958, 2. Feinberg, A. R., et al.: J. Al- 
1.2 tsp. syrup t.i.d. lergy 29:358 (July) 1958. 3. Eisenberg, B. 


as D.: Clin, Med. 5:897 (July) 1958, 4, Robin. 
surPLiep: Prescription only. Tablets, 10° yn, ‘Ho'Me Sto et ales Seach. M. Je S0c1285 


mg., 25 mg., and 100 mg., bottles of 100. — (Oct.) 1957. 5. Strub, I. H.: Personal com- 
Syrup, pint bottles. Parenteral Solution, munication. 6. Schuller, B.: Gaz. des Hopi- 
10 cc. multiple-dose vials. taux No. 10:391 (Apr. 10) 1957. 
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enteric-coated granules 











DOXEGEST DI-PHASIC TABLETS “feature” a unique 
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method of manufacture in that “enteric-coated granules 


of pancreatin and hemicellulase are dispersed throughout the entire ; 
matrix 
matrix rather than being contained in a single ; 

sugar coating 


conventional enteric-coated core. The tiny granules mix thoroughly 
with the stomach’s contents. They are dispersed uniformly 


ond broken down readily when ejected into the alkaline medium 














of the duodenum and small intestine. enteric-coated core 
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. . comprehensive digestive enzyme replacement 


YOUR 
FORMULA: Each DOXEGEST DI-PHASIC tablet contains betaine 


PROFESSIONAL 

INQUIRIES HCL 65.0 mg.; papain 15.0 mg.; ketocholanic acid 12.5 mg.; 
ARE INVITED. desoxycholic acid 32.5 mg.; pancreatin (triple strength) 87.5 mg., 
FOR A FREE 

equivalent to 262.5 mg. U.S.P.; and hemicellulase 25.0 mg. 
SAMPLE 
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Stubborn negativism in a hitherto agreeable patient may be the physician’s first warning of 
mental or emotional disturbance. But progression to a more serious breakdown is not in- 
evitable. The episode can often be aborted with early Pacatal therapy. 

More normal behavior usually follows soon after Pacatal therapy is initiated while the patient 
remains fully alert. It is the absence of sedative action which distinguishes Pacatal from . 
other ataractics and makes this drug particularly useful in office practice. 

Pacatal is well tolerated. Side effects are few and generally mild. However, like all potent 
ataractic agents, Pacatal should be used with close supervision of the patient. Average dosage 
is 25 mg. three or four times daily. Complete literature available on request. 

Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. Also available in 2 cc. ampuls 
(25 mg./ce.) for parenteral use. 


WARNER-CHILCOTT for normalization ...not sedation 


Pacatal — : 


BRAND OF MEPAZINE 


O1A 


AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


when should 
varicose veins of 
the long saphenous 
AWAY (2/7 10) ae 
treated surgically? 


1. When the superficial veins are com- 
pensating for a deep circulation that has 
been obliterated by thrombophlebitis; 
2. when there is inflammation at the 
operative site in the groin; 3. when there 
is a very septic varicose ulcer; 4. when 
the patient is confined to bed for reasons 
other than varicose veins. 


Seurce — Barrow, D. W.: The Clinical Manage- 
ment of Varicose Veins, ed. 2, New York, Paul B. 
Hoeber, Inc., 1957, p. 79. 


in varicose vein complications 


MY-B-DEN® 


adenosine-5-monophosphate 


in medical or surgical management, sys- 
temic therapy with My-B-DEN relieves 
itching and edema, improves dry and 
scaling skin and speeds healing. 

dosage 

SUSTAINED-ACTION My-B-DEN: 20 mg./cc. 
and 100 mg./cce.—1 cc. daily or three times 
weekly as needed. 

My-B-DEN Sublingual Tablets—As a supple- 
ment to intramuscular injections—one tablet 
five times daily at hourly intervals. 


Note: Do not discontinue therapy should symptoms 
suddenly increase. This phenomenon frequently pre- 
cedes the complete remission. 


Literature available to physicians. 
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Why let her mourn the past when you can help her 


enjoy the present ? 


D |’ 
eXalny can help many elderly patients resume normal social 


and other beneficial activities, because ‘Dexamyl’—smoothly and subtly 


—induces a sense of confidence, optimism and well-being. A combination 
of Dexedrine* (dextro-amphetamine sulfate, S.K.F.) and amobarbital, 
Dexamyl* is available as tablets, elixir and Spansule* sustained release 
capsules. Made only by Smith Kline & French Laboratories, Philadelphia. 


*T.M. Reg. U.S. Pat. Off. 








“_.. effective iron preparation 





for intramuscular injection...” 


Published reports’® confirm the advantages of IMFERON when paren- 


teral iron is preferable in iron deficiency anemias; pregnancy; infancy; 


resistant hypochromic anemias; geriatric patients; blood loss; patients 


with peptic ulcer, ulcerative colitis; intolerance to oral iron. Easy to 


administer, notably free from unpleasant or toxic effects, quickly 


absorbed and utilized, IMFERON produces prompt hematologic and 


clinical improvement. 
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PRECISION THERAPY...PROMPT RESPONSE 
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INTRAMUSCULAR IRON-DEXTRAN COMPLEX 


SUPPLIED: 2-cc. and 5-cc. ampuls, boxes of 4. There are 50 mg. of elemental 
iron per cc. of IMFERON. 

IMFERON® is distributed by Lakeside Laboratories, Inc., under license from Benger Labora- 
tories, Limited. 
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Management of coronary disease 


JAMES J. CONN, M.D. and 
R. W. KISSANE, M.D. 
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@ The increasing importance of coronary 
atherosclerosis as a medical problem has 
been emphasized in many papers, among 
the more recent of which was a report on 
acute myocardial infarction by Lee and 
Thomas.! Their data tend to confirm 
the general impression that there has 
been an actual as well as a statistical in- 
crease in the incidence of myocardial 
infarction in recent decades. This in- 
crease is partially explained by the fact 
that the proportion of older persons in 
the population has risen, but some sta- 
tistics have implied that there has also 
been an increase in the incidence of 
coronary artery disease in the younger 
age groups. 

In spite of the countless dollars and 
hours that have been expended in the 
research of coronary disease, many ques- 
tions concerning the pathogenesis re- 
main unanswered, and some aspects of 
the treatment are quite controversial. 
Because of space limitations we shall 
make no attempt to discuss all of the 
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The classification, differentiation, and 
treatment of coronary atherosclerosis 
are discussed, with emphasis on 
the more controversial aspects. Op- 
posing views are presented, but the 
recommendations are based upon the 
personal experience of the authors. 
facets of these controversial points; our 
recommendations will be based upon 
our own clinical experience. However, 
as dogmatic statements are unpalatable, 
we shall attempt to present evidence for 
our tenets concerning matters upon 
which there is not a fair degree of un- 
animity among cardiologists. 

A classification of coronary artery di- 
sease is necessary for an intelligent dis- 
cussion of its treatment, and the follow- 
ing classification, or modifications of it, 
is in general use. It is applied here only 
to atherosclerotic artery di- 
sease, as coronary disease of other etiolo- 
gies is beyond the scope of this paper. 

Angina pectoris is a symptom-complex 
including pain of cardiac origin, and, if 
uncomplicated, may result in no ab- 
normal objective findings. It should be 
emphasized that the electrocardiogram 
is normal in about half of the cases, and, 
if abnormal, shows only nonspecific 
changes. The diagnosis is usually made 


coronary 
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by the history alone, although if the 
pain is atypical, considerable question- 
ing of the patient may be necessary. The 
ballistocardiogram may provide supple- 
mental evidence, particularly if the curve 
is markedly abnormal, but it is by no 
means diagnostic, and after running sev- 
eral thousand of these tracings we have 
concluded that this procedure is of only 
limited value at the present time. Mas- 
ter’s. “two step test’”” is employed by 
many to corroborate the clinical impres- 
sion, but we rarely use it as ordinarily 
it is not necessary and furthermore we 
have observed false-positives, false-nega- 
tives, and untoward reactions from its 
use by our colleagues. It does have some 
value in forensic cases where a judge or 
an industrial commission may demand 
some objective evidence of the diagnosis. 
We feel that the various anoxic tests do 
not provide enough information to justi- 
fy whatever risk is involved in their use. 
The response of the pain to nitrogly- 
cerin may be helpful, although this is 
far from infallible as nitroglycerin may 
relieve various pains of noncardiac ori- 
gin. 

Coronary insufficiency is an arbitrary 
and sometimes rather vague division in- 
termediate between angina pectoris and 
coronary occlusion. We apply the term 
to patients whose pain is severe and ob- 
stinate and relieved only temporarily or 
not at all by nitroglycerin. The electro- 
cardiogram shows signs of myocardial 
ischemia, but does not progress to the 
usual myocardial infarction pattern. It 
may show some of the changes found in 
infarction including elevated S-T  seg- 
ments and coved T waves, but these are 
not persistent. Again, the electrocardio- 
graphic changes may be nonspecific, but 
they are usually more pronounced than 
those observed in simple angina pectoris. 
These nonspecific changes are the cause 
of considerable controversy among 
cardiologists. On the one hand Johnston? 
soundly berates physicians who attach 
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undue importance to nonspecific electro- 
cardiographic changes, calling them 
“eager beavers” among other names. On 
the other hand Evans and Pillay call at- 
tention to “the lesser changes in the elec- 
trocardiogram that indicate a limited 
injury of the myocardium from coronary 
arterial disease’, including depression 
of any part of the S-T segment, low or 
blunt T waves, terminal dipping of the 
T wave, and inversion of the U wave.* 
They have even added a couple of new 
ones: depression of the T-U segment, 
and the presence of a “natural” Q wave 
in certain leads or combinations of leads. 

In our opinion, these two points of 
view should not necessarily lead to any 
violence between their respective pro- 
ponents. The limits of a normal elec- 
trocardiogram are fairly well defined; 
if an electrocardiogram is abnormal, the 
electrocardiographer should so state. It 
is then up to the clinician to decide 
whether the electrocardiographic changes 
are due to organic heart disease, or due 
to anemia, electrolyte imbalance, the 
hyperventilation syndrome, or what not. 
The fact that the electrocardiographer 
and the clinician may be the same per- 
son makes no difference: when he in- 
terprets the electrocardiogram he is mak- 
ing an “electrical” and not a clinical 
diagnosis. It is our view that any phy- 
sician who orders an electrocardiogram 
should be aware of this fact; it should 
be impressed particularly upon our 
friends in the other specialties, some of 
whom are prone to order an electro- 
cardiogram as a substitute for cardiac 
consultation. In connection with non- 
specific electrocardiographic changes, se- 
rial tracings are frequently of great value: 
if the changes first appear with the on- 
set of chest pain, they are much more 
significant than if they have been pres- 
ent perhaps for years. If a patient has 
had previous electrocardiograms, copies 
of them should be obtained, especially in 
problem cases. 




















Coronary artery occlusion, coronary 
thrombosis, and myocardial infarction 
are terms applied to the third and most 
severe phase of coronary artery disease. 
These three terms have been employed 
more or less interchangeably by clini- 
cians, but it should be understood that 
pathologically they are separate entities: 
in autopsy series coronary 
have been found without infarcts, and 
myocardial infarctions have been found 
without coronary occlusions. Regardless 
of which term the clinician uses, he will 
be wrong a certain number of times, as 
it is not always possible to make the cor- 
rect pathologic diagnosis clinically, elec- 
trocardiographic evidence notwithstand- 
ing. The term myocardial infarction is 
probably accurate in the greatest num- 
ber of cases, in spite of the fact that in 
many instances of sudden death the pa- 
tient dies from a coronary occlusion be- 
fore an infarct has time to develop. 
While physicians may argue about the 
correct terminology, it is usually neces- 
sary to call the attack “a coronary” to be 
understood by the average layman. 


occlusions 


As in the case of coronary insufficiency, 
there is considerable disagreement as 
to what constitutes the proper criteria 
for the diagnosis of myocardial infarc- 
tion. Many cardiologists still claim that 
Q waves in addition to elevated S-T seg- 
ments and inverted T waves in the elec- 
trocardiogram are necessary for the di 
agnosis of acute myocardial infarction. 
We disagree emphatically with this view, 
as we have observed numerous infarcts 
at the autopsy table in patients whose 
serial electrocardiograms have shown 
only inverted ‘T waves and no Q waves 
whatsoever. We have also observed re- 
cent infarcts in patients whose electro- 
cardiograms showed only “nonspecific” 
changes; in fact, we can cite several 
cases who died of myocardial infarctions 
with perfectly normal serial twelve lead 
electrocardiograms. Furthermore, we 
have encountered patients in whom the 





six V leads were normal, but whose CF 
leads showed clear-cut evidence of an- 
terior myocardial infarction. Similar 
cases have been cited by Weiss and Gray* 
and others with the explanation that the 
CF leads are more “negative” than the V 
leads due to the influence of the left leg 
electrode, but some of our cases could 
not be explained on this basis, as AVF, 
CF and V did not fulfill their usual 
algebraic relation. We can offer no ade- 
quate answer to such phenomena. Some 
have contended that the CF leads are 
too sensitive and may lead to an er- 
roneous diagnosis of myocardial infarc- 
tion, but this should not occur if due at- 
tention is paid to the clinical picture 
and the laboratory aids. It is agreed that 
an incorrect diagnosis of infarction places 
an unjust burden upon the patient, but 
if an infarction is present and not diag- 
nosed, the consequences may be even 
more disastrous. 

In connection with atypical electro- 
cardiographic changes in myocardial in- 
farction, we have had several patients 
whose electrocardiograms suddenly as- 
sumed the so-called left ventricular strain 
pattern with the onset of chest pain, and 
who were found at autopsy to have had 
recent myocardial infarctions. We are 
now quite wary when this pattern ap- 
pears in the electrocardiogram of a pa- 
tient in whom there is no hypertension, 
valvular disease, or other obvious ex- 
planation for the abnormality. The vari- 
ous serum enzyme determinations, par- 
ticularly the transaminase and fibrinogen 
levels, have proved to be helpful in di- 
agnosing patients with atypical electro- 
cardiograms, but it should be remem- 
bered that these may not be elevated in 
subendocardial infarctions. Many cardi- 
ologists have hailed the vectorcardio- 
gram as the ne plus ultra in cardiac di- 
agnosis, but we feel that the vectorcardi- 
ogram yields no essential information 
beyond that provided by the scalar elec- 
trocardiogram, assuming that the proper 
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leads are taken. Many vectorcardiograph- 
ers contemptuously refer to the scalar 
electrocardiographers as “pattern-read- 
ers’; however, it is our contention that 
the former employ “patterns” as much 
as the latter, if not more so. We admit 
that all electrocardiographers should be 
thoroughly familiar with the concept 
of vectors, as such an understanding is 
necessary for the intelligent interpreta- 
tion of any variety of electrocardiogram. 
We further agree that the vector loop 
obtained with an oscilloscope is a con- 
venient graphic illustration of the elec- 
trocardiogram; however, we cannot see 
the advantage in laboriously plotting 
vectors from the scalar electrocardio- 
gram as some have advocated. 


Myocardial Infarction 


There are three types of patients with 
acute myocardial infarction: those who 
die regardless of treatment, those who 
recover regardless of treatment, and 
those whose recovery depends upon treat- 
ment. As it is manifestly impossible to 
identify the latter group, it follows that 
all cases must be treated. It should be 
strongly emphasized that here, as in 
other types of coronary disease, each pa- 
tient presents individual variations, and 
the treatment must be tailored to fit the 
case. Much of the disagreement over 
various forms of therapy has resulted 
merely from ignoring this fact. There is 
no “routine” treatment of the coronary 
patient; the type of therapy that bene- 
fits the majority of a given series of cases 
may be valueless or even contraindicated 
in a particular individual. This should 
be borne in mind when considering our 
recommendations in regard to treatment; 
they must be directed toward the “aver- 
age” case since it is not possible to con- 
sider every variation. 


ACUTE PHASE 


Hospital Care. It is our policy to hos- 
pitalize all cases of established or im- 
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pending myocardial infarction for a pe- 
riod at least long enough to permit thor- 
ough evaluation. Hospitalization facili- 
tates closer observation of the patient 
and the classification into “good risk” or 
“poor risk.” It is much easier to obtain 
the desired laboratory work including 
electrocardiograms in the hospital, ade- 
quate treatment is more readily ob- 
tained, and any complications are likely 
to be detected much earlier. If a patient 
is established as a good-risk case, he may 
be treated in the home after one or two 
weeks; but if he is a bad risk or if any 
complications develop, he is kept in the 
hospital a minimum of four weeks. 

Rest. Our patients with infarcts are 
kept at bed rest from three to six weeks 
depending upon the severity of the case. 
We feel that the argument of bed rest 
versus Levine’s chair rest® is more ap- 
parent than real: there is very little dif- 
ference between our patient with the 
head of his bed elevated and the patient 
sitting in a chair with his feet on a stool. 
We do not favor the chair rest in the 
early stage of infarction because of the 
increased demands upon hospital per- 
sonnel entailed in lifting the patient in 
and out of bed. Also, if a patient thinks 
he is well enough to sit in a chair, he 
may tend to think he is well enough to 
walk about or do other things that he 
should not be doing. It should be noted 
that in most instances hospital bed rest 
is far from absolute; most patients will 
move about in bed considerably, and, if 
they do not, they should be encouraged 
to at least exercise their arms and legs 
some. This of course does not apply to 
patients in shock or extremis, and we 
doubt that Levine would get these pa- 
tients up in a chair either. There are a 
few physicians who treat mild acute in- 
farctions on an ambulatory basis; how- 
ever, we feel that this is a very dangerous 
practice. 

Oxygen Therapy. Such therapy is al- 
most universally employed in the early 














stages of infarction, particularly where 
there is persistent pain or dyspnea. It 
has been shown that, even if the hemo- 
globin is fully saturated, it is possible to 
provide additional oxygen to the tissues 
by increasing the concentration in the 
plasma; and, theoretically, the increased 
oxygenation of the myocardium should 
decrease the amount of myocardial dam- 
age. We usually use a nasal cannula as 
it is more comfortable than a tent or 
nasal catheter. Greater concentrations 
can be obtained with a mask, but this 
too is uncomfortable, and there is some 
danger in breathing 100 per cent oxygen 
for extended periods. 

Nutrition. Diet should be of the low- 
calorie, low-residue variety, and a liquid 
diet may be advisable if the patient is 
critically ill. One objective should be to 
avoid straining at stool. If the patient is 
obese, a good start on weight reduction 
may be obtained while his diet is sub- 
ject to strict regulation. The question 
of the fat content of the diet relates 
more to the chronic phase and will be 
discussed below, but it should be re- 
called that a high-fat meal increases the 
coagulability of the blood. 

Vasodilators. There is considerable 
divergence of opinion concerning these 
agents, partly because it is so difficult to 
secure objective data on their efficacy. 
It is our firm conviction that certain of 
these drugs are of definite value, notably 
erythrityl tetranitrate, which we feel is 
one of the most efficient long-acting coro- 
nary vasodilators. This drug has been 
shown to increase coronary blood flow;® 
therefore it should increase the blood 
supply to ischemic areas via collaterals, 
and perhaps even through the throm- 
bosed artery if the occlusion is not com- 
plete. We have treated 386 cases of acute 
myocardial infarction with erythrityl tet- 
ranitrate’ without anticoagulants, and, 
while this series was uncontrolled, our 
results were comparable to those in 1031 
cases published by the Committee on 





Anticoagulants of the American Heart 
Association,®:® and were much_ better 
than the results in smaller series we 
have collected in which papaverine, am- 
inophylline, other vasodilators, or none 
at all were used. Recent evidence has 
indicated that pentaerythrityl tetrani- 
trate, which is closely related to eryth- 
rityl tetranitrate chemically, is an effec- 
tive coronary vasodilator,!® and it is our 
clinical impression that this is true, al- 
though we do not feel that it is quite as 
powerful as erythrityl tetranitrate. Pa- 
paverine, even in heavy doses, we con- 
sider to be of little value. We feel that 
aminophylline by mouth is worthless; 
it supposedly increases coronary flow 
when given intravenously, but this route 
of administration is not advocated in 
acute infarctions as it also causes an in- 
crease in cardiac work. Of course, nitro- 
glycerin is still the most powerful coro- 
nary vasodilator available, but it has no 
sustained effect. It has been claimed that 
nitroglycerin should not be given to pa- 
tients with acute infarctions, and _ this 
may be true in cases with hypotension 
and in those in which it does not relieve 
the pain, or makes it worse. However, we 
have successfully used it to relieve pain 
in selected cases and have noted no de- 
leterious effects. 

Anticoagulants. ‘There is a sharp di- 
vergence of opinion among cardiologists 
concerning the advisability of treating 
all acute myocardial infarctions with an- 
ticoagulants, and excellent statistical evi- 
dence has been presented to bulwark 
both views. One group agrees with 
Wright, who maintains that they should 
be -used in all cases except those with 
specific contraindications.*:® This view 
is based upon the work of the American 
Heart Association Committee on Anti- 
coagulants, which collected a series of 
1031 cases. Of this series, 589 patients 
received anticoagulants with an incidence 
of thromboembolic phenomena of 11 
per cent. As controls, 442 alternate cases 
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were not treated with anticoagulants and 
26 per cent developed thromboembolic 
complications. The opposite view, pro- 
pounded chiefly by Russek,! holds that 
anticoagulants should be administered 
to only “poor-risk” cases. Russek treated 
a series of poor-risk cases with anticoagu- 
lants with results comparable to those 
obtained by Wright and his committee. 
However, his series of 489 “‘good-risk” 
cases did not receive anticoagulants, and 
the incidence of thromboembolic phe- 
nomena was 0).8 per cent. 

Our personal opinions are based upon 
a tabulation of the results in our first 
386 consecutive patients with acute myo- 
cardial infarction who did not receive 
anticoagulants.’ The incidence of throm- 
boembolic phenomena in this series was 
2 per cent. Since the findings in this 
group of good- and bad-risk cases cor- 
respond to those in Russek’s series of 
good-risk cases, we must logically agree 
with him that only poor-risk cases should 
be treated with anticoagulants. We have 
attempted to discover the reason for the 
discrepancy between results and 
those of Wright’s committee without 
much success, but it is possible that our 
series contained a greater proportion of 
good-risk cases. It has been argued that 
it is frequently difficult to classify a pa- 
tient in the early stage of infarction. In 
such doubtful cases, we often begin anti- 
coagulant therapy with the idea that it 
can always be stopped later if the patient 
proves to be a good-risk case. 


our 


When we do use anticoagulant thera- 
py, we follow the standard procedure of 
giving heparin until a satisfactory effect 
is obtained from one of the oral anti- 
coagulants, and then continuing treat- 
ment with the latter alone. Advantages 
such as earlier and shorter action have 
been cited for some of the newer oral 
preparations, but after trying most of 
them we have found no great difference 
between them and bishydroxycoumarin 
in regard to ease of control or results. 
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One additional point in regard to anti- 
coagulants: the impression that might 
be obtained from the literature that 
heparin does not affect the prothrombin 
time is not correct. A number of our 
cases in which heparin has markedly al- 
tered the prothrombin time have re- 
quired lower than usual initial doses of 
oral anticoagulants to achieve the thera- 
peutic level of prothrombin activity. 
Narcotics and Sedatives. These drugs 
should of course be given when neces- 
sary for pain, dyspnea, or extreme ap- 
prehension, but we have seen some phy- 
sicians use them far too freely, even rou- 
tinely. We see no reason to give nar- 
cotics to the patient who is relatively 
asymptomatic; in fact, such a_proce- 
dure could lead to a higher incidence 
of thromboembolism. A word of caution 
concerning the tranquilizers: we have 
observed two patients with acute infarcts 
who suffered a sudden drop in blood 
pressure and went into refractory shock 
after the initial dose of a tranquilizer. 


COMPLICATIONS 


Shock. The norepinephrine-like com- 
pounds have constituted the most im- 
portant recent addition to our armamen- 
tarium for treating shock caused by myo- 
cardial infarction. They should be given 
only to patients with definite indica- 
tions, as they are not entirely innocuous 
agents. The adrenal corticosteroids have 
been credited by some with abating this 
type of shock. We have had little experi- 
ence with their use in this condition, 
but would think that their antishock 
effect would have to be balanced against 
their reported coagulant effect on the 
blood. Transfusions of plasma or whole 
blood have largely been discarded, with 
one notable exception: we have encoun- 
tered patients in coronary shock with 
severe anemia of extraneous etiology 
where blood transfusions were thought 
to be life-saving. In such cases the in- 
travenous route of administration is 











fully as effective as the intra-arterial 
route previously advocated by others. 

Congestive Heart Failure. This con- 
dition secondary to myocardial infarc- 
tion is treated the same as failure of any 
etiology. Where failure is thought to be 
a component of shock, the use of digital- 
is is thought to be particularly import- 
ant. There are still some physicians who 
hesitate to use digitalis in cases of acute 
myocardial infarction because of the be- 
lief prevalent in the past that it in- 
creased the danger of ventricular rup- 
ture. We feel that any relation between 
the two is largely coincidental, as we 
have given digitalis to many patients 
with infarctions without encountering 
a myocardial blowout. On the other 
hand, we have seen ruptures of the myo- 
cardium in patients who received no 
digitalis. Of course, when digitalis is 
used, it must be remembered that it is a 
potent drug; and since the patient is 
often critically ill, with supposedly an 
“irritable” myocardium, greater care is 
necessary to prevent the untoward effects 
of overdigitalization. 

Arrhythmias. When these are encoun- 
tered in patients with myocardial in- 
farction, they are treated in the same 
manner as arrhythmias complicating 
other types of heart disease. We have 
previously concluded that an attempt 
at reversion to sinus rhythm should be 
made in all cases of atrial fibrillation,!? 
and the patient with an acute infarct is 
no exception. Of 559 patients with atrial 
fibrillation, we have successfully reverted 
83 per cent to sinus rhythm, with an in- 
cidence of emboli of less than 1 per cent. 
This compares quite favorably with the 
reported 20 to 40 per cent incidence of 
emboli in patients who continue to 
fibrillate, so we feel that the fear of 
producing emboli from the use of quin- 
idine for reversion to normal rhythm is 
not justified. We do not hesitate to give 
quinidine to a patient who is fibrillating, 
even if he is critically ill in the acute 








stage of myocardial infarction. Quini- 
dine, like digitalis, is a powerful drug, 
and its use should be accompanied by 
due care and close observation. Quini- 
dine may be given simultaneously with 
digitalis—again, provided the proper re- 
spect is accorded each drug, and if it 
is remembered that some of the effects 
of the two drugs are additive. We have 
treated several patients with infarction 
who remained in shock and congestive 
heart failure despite use of the usual 
countermeasures, including  digitaliza- 
tion, but who promptly improved after 
sinus rhythm was restored by quinidine. 

In the past few years there have ap- 
peared in the literature many warnings 
against the use of quinidine in acute myo- 
cardial infarction because of the danger 
of precipitating ventricular tachycardia 
or fibrillation in an irritable myocardi- 
um. We feel that this possibility has 
been grossly over-rated as it has not oc- 
curred in our experience. In connection 
with this, many articles have left the im- 
pression that most fatalities in coronary 
patients result from ventricular fibrilla- 
tion, and we do not agree with this 
either. Many deaths occur from an obvi- 
ous and logical cause: the myocardium 
is simply damaged too much to do any 
more work, so it stops contracting. ‘To 
be sure, we have seen electrocardiograms 
showing ventricular fibrillation as the 
apparent cause of death, but in many of 
these cases we feel that the fibrillation 
is the result of a dying myocardium ra- 
ther than vice versa. In our experience 
with patients whose deaths have been 
electrocardiographically monitored, the 
great majority have shown a gradual 
slowing of rate and decrease in the QRS 
amplitude until the ultimate occurrence 
of asystole. 

Extrasystoles, particularly of ventri- 
cular origin, represent the most common 
arrhythmia seen in patients with myo- 
cardial infarction. Isolated extrasystoles 
require no treatment, but frequent ven- 


GERIATRICS, September 1958 











tricular ectopic beats should be treated 
with quinidine or procaine amide, as 
they may be the harbingers of more 
serious ventricular arrhythmias. 

Ventricular tachycardia is an emer- 
gency in any patient, and its discovery 
in a patient with myocardial infarction 
calls for the immediate intravenous ad- 
ministration of quinidine or procaine 
amide. The latter is considered to be 
safer and is our first choice, although 
before the advent of procaine amide, we 
use quinidine intravenously without un- 
toward effects. 

Thromboembolic phenomena. These 
findings, including the extension of a 
previously formed infarct or the occur- 
rence of a new and distinct infarct, have 
been uncommon complications in our 
cases of myocardial infarction vide supra. 
When they do occur, anticoagulant 
therapy is instituted. Discouragingly 
enough, we have observed the occur- 
rence of both new infarcts and embolism 
in patients who were already on ade- 
quate anticoagulant therapy. 

Pericarditis. Hemorrhagic pericarditis 
has occurred with and without previous 
anticoagulant therapy; thus, a causal 
relation between the two has not been 
definitely established, although at pres- 
ent the weight of evidence is probably in 
favor of a precipitating or aggravating 
effect. This type of pericarditis is to be 
distinguished from that adjacent to the 
infarct where the friction rub is heard 
early in the course of the attack. There 
is no treatment except to stop antico- 
agulants if the patient is receiving them. 
Results from  pericardicentesis in pa- 
tients with hemopericardium and tam- 
ponade have not been encouraging. 

Myocardial Rupture. This fatal com- 
plication is fortunately not common. 
Various agents, including digitalis and 
anticoagulants, have been blamed for 
increasing the incidence of cardiac rup- 
ture, but the latter probably correlates 
most closely with the extent of myocardi- 
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al damage. We agree with White! that 
violent exertion is also an important 
factor in some cases. We have observed 
one case of a “dissecting aneurysm” of 
the ventricle in which the dissection 
progressed from the site of the infarct 
upward into the atrial wall before rup- 
turing into the pericardial sac. This pa- 
tient was on anticoagulants at the time, 
but this may have been strictly coinci- 
dental. 


CHRONIC PHASE 


Here, again, the management of an in- 
dividual patient depends upon the course 
and the severity of the disease process 
and varies widely from case to case. The 
patient with a minimal infarction will 
be restored to activity more quickly, 
albeit still gradually, than the patient 
with an extensive area of infarction or 
who has suffered any of the more serious 
complications. This individual variabil- 
ity also complicates the prognosis, and 
undoubtedly at least partially accounts 
for the discrepancies in various published 
longevity studies. In prognosticating, it 
is much more important to observe and 
evaluate a given patient than to know 
that the “average” patient will live a 
given length of time. 

Rehabilitation. Many times a program 
of graduated activity and exercise is 
sufficient in restoring the patient to the 
job that he held prior to his attack. We 
prefer that the patient progress from 
part-time to full-time work when pos- 
sible, even though his job involves men- 
tal rather than physical exertion. Many 
patients are able to return to jobs that 
require considerable effort and remain 
symptom-free. It seems sensible to pro- 
scribe violent physical exertion, how- 
ever, even though a patient might ap- 
parently tolerate it. He may have a small 
myocardial scar, but his myocardial re- 
serve is still decreased by that amount. 

In other patients, it may be demon- 
strated through either an on-the-job trial 














or testing in a cardiac evaluation and 
work classification center that they can- 
not tolerate the exertion demanded by 
their previous employment. Some of 
these can shift to a position calling for 
less exertion or less responsibility with- 
out difficulty, while others may have to 
learn a new skill or profession. The lat- 
ter may obtain training through various 
government rehabilitation programs such 
as that of the Veterans Administration, 
and in some cities through local agencies. 

Quite frequently these persons who 
have to shift jobs encounter formidable 
nonmedical obstacles. Seniority as in- 
terpreted by some unions may represent 
an insurmountable barrier. For instance, 
it seems to be rank heresy to suggest that 
a diesel engineer shift to the less re- 
sponsible position of fireman. The fact 
that many coronary patients are in an 
older-age group may also hinder their 
securing a new job. Finally, many of 
our compensation laws force the employ- 
er to be wary of hiring a cardiac, for any 
deterioration of his cardiac condition 
may be adjudged to be aggravated by 
his occupation; and, in many states, in- 
cluding Ohio, the employee cannot 
“waive” his heart condition even if he 
wishes. We cannot pass judgment upon 
the validity of these concepts. Suffice 
it to say that some concessions on the 
part of unions, employers, and govern- 
ment will be necessary if the cardiac is 
to receive maximum assistance in_be- 
coming reemployed. 

The question of how great a degree 
of disability has been incurred from a 
myocardial infarction frequently arises, 
not only in regard to rehabilitation, but 
also relative to insurance, pensions, and 
compensation. Each case must be judged 
individually; one patient may have very 
little residual disability from a single 
infarction, whereas the next may be 


totally and permanently disabled. We 
feel that any patient who has had two 
or more myocardial infarctions must be 





given the benefit of the doubt in cases 
in which monetary payments are in- 
volved, as each subsequent infarction 
adds to the gravity of the prognosis. The 
various complications must also be con- 
sidered, and, of these, we have found 
that the development of congestive heart 
failure is of particularly ominous prog- 
nostic import. 

Anticoagulants. Evidence has accumu- 
lated that long-term anticoagulant thera- 
py may decrease the mortality and the 
incidence of subsequent myocardial 
infarctions. While this may be true, it 
has not been proved to the satisfaction 
of everyone. It is not uncommon for 
thromboembolic phenomena, including 
myocardial infarction, to occur in pa- 
tients being maintained on anticoagu- 
lants. Whatever its theoretic advantage, 
from a practical standpoint it is often 
dificult to keep patients on anticoagu- 
lants for an indefinite period. Many pa- 
tients simply will not remain under the 
close observation that it requires, par- 
ticularly those who are essentially asymp- 
tomatic. Therefore we use long-term an- 
ticoagulants only in selected cases. 

Vasodilators. It is our practice to con- 
tinue postinfarction patients on one of 
the long-acting nitrates for an indefinite 
period, as we do not know when they 
should be discontinued any more than 
we know when anticoagulants should be 
discontinued. In patients with continued 
anginal symptoms, the rationale of ex- 
tended vasodilator therapy is more ex- 
plicit; but, even in those without angina, 
we feel that this therapy has some pro- 
phylactic value, and there is some evi- 
dénce that the nitrites promote the de- 
velopment of intercoronary anastomo- 
ses.!# All patients should also be advised 
on the use of nitroglycerin for immedi- 
ate effect. 

Diet. Everyone agrees that the over- 
weight patient should attempt to achieve 
and to maintain a normal weight, not 
only from a cardiac standpoint, but as a 
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general health measure. In regard to the 
complex problem of the interrelation of 
diet, blood lipids, and atherosclerotic 
heart disease, there is no such unanimity 
of opinion. No attempt will be made to 
delineate the mass of evidence support- 
ing the current hypotheses relevant to 
this question, as such information has 
recently been quite adequately sum- 
marized in a series of papers in both The 
Journal of the American Medical Associ- 
ation (164: 1890, 1957) and Circulation 
(16: 161, 1957). The evidence available 
to date is somewhat inconclusive. We do 
not feel that it has been proved that 
fats, either quantitatively or qualitative- 
ly, are the primary cause of atherosclero- 
sis. It has not been proved that it is pos- 
sible to maintain a lowered blood lipid 
level for a long period of time with 
therapeutic agents, as sufficient time has 
not elapsed since the inauguration of 
their use. In previous studies with anti- 
lipemic substances,'® we were able to 
keep the blood lipids lowered for ex- 
tended periods, only to have them escape 
from control and remain refractory to 
further attack. Finally, 
surance that, even if it does prove possi- 
ble to maintain the blood lipids at a 
satisfactory level \ 
the use of drugs or diet, it will be of any 
benefit in preventing atherosclerosis or 


we have no as- 
(as yet undefined) by 


in mitigating established atherosclerosis. 

It is granted that these concepts may 
subsequently be proved. Meanwhile, we 
see no harm in advising potential or 
actual atherosclerotic patients to keep 
the fat in their diets low in total quan- 
tity and perhaps predominantly unsatu- 
rated; a high-fat diet is probably of no 
value, if not actually harmful, in any 
medical condition. We do not accept the 
recently propounded idea that it is all 
right to eat large quantities of fats, pro- 
viding the proportion of unsaturated 
fatty acids is high, for two reasons: first, 
the and, 
second, because high-fat meals have been 


because of calories involved, 
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shown to enhance the coagulability oi 
the blood. If the proprietary prepara- 
tions of unsaturated fatty acids are pre- 
scribed, an equivalent number of fat 
calories should be displaced from the 
diet. 

Exercise. A certain amount of mild to 
moderate exercise is probably as bene- 
ficial to the postinfarction patient as it 
is to anybody else, providing the patient 
has sufficient cardiac reserve to tolerate 
it. We feel it is the height of foolishness, 
however, for a patient to precipitate 
symptoms just for the sake of getting 
exercise. If a patient is working, the 
amount of exertion involved in his work 
must of course be considered in deter- 
mining whether or not he needs any 
further exercise. These observations 
would seem to be largely a matter of 
common sense, but it is evidently nec- 
to recall them to attention. Sev- 
eral patients have come into the office 
lately with symptoms of heart failure or 
angina precipitated from following the 
advice of recent articles expounding the 
cult of exercise in cardiac patients. 


essary 


Alcohol and Tobacco. In most 
nary patients, the moderate use of alco- 
hol is not harmful and may be beneficial. 
Its use as an antidote for anginal pain 
should be preceded by nitroglycerin, 
since alcohol apparently does not re- 


coro- 


lieve pain by augmenting coronary blood 
flow. Regardless of this, whiskey is a 
good analgesic and sedative, and we 
prescribe it in some cases. A word of cau- 
tion: we have prescribed whiskey in a 
couple of cases with disastrous results 
from neglecting to find out that the pa- 
tients had previously been alcoholics. 

Our patients are not told that they 
must stop smoking, except those who 
have peripheral arterial disease or who 
have angina associated with smoking. 
The effects of nicotine on the arteries 
are explained to patients, and they de- 
cide for themselves whether to stop smok- 
ing or not. Many patients stop smoking 











with very little difficulty, but others have 
sO many nervous symptoms when they at- 
tempt to quit we feel they are harmed 
more by not smoking than by smoking. 
(Ed. note: both authors smoke.) 

Hormones. There is much evidence 
that the female sex hormones exert some 
protective action against atherosclerosis. 
We feel that hypo-ovarian females with 
coronary disease should have the bene- 
fit of estrogen substitution therapy re- 
gardless of age. Estrogen therapy for 
males is not practical at present, but may 
be in the future, as Katz and others are 
seeking a preparation without feminiz- 
ing effects. 

The Shoulder-Hand Syndrome. This 
poorly understood complication of the 
postinfarction period is thought to rep- 
resent some reflex disturbance of that 
portion of the autonomic nervous. sys- 
tem supplying the heart and the upper 
extremity. In some reported series'® of 
infarctions the incidence of this syn- 
drome is rather high, ranging up to 15 
per cent; whereas, in our coronary pa- 
tients, it has fortunately been relatively 
uncommon. Leichtentritt claims that it 
may be prevented by arm exercise.'* Mild 
cases have responded to simple measures 
such as physiotherapy and analgesics. 
More severe cases have been treated 
with ACTH, corticosteroids, autonomic 
blocking agents, and other drugs, often 
with indifferent success. Refractory cases 
have undergone sympathetic block and 
sympathectomy, but, in cases with atroph- 
ic changes in the skin and muscles, any 
form of treatment may be of little bene- 
fit. It is therefore imperative that this 
condition be prevented or be treated 
assiduously when it first appears. 

Coronary Artery Insufficiency 
Acute coronary insufficiency is best treat- 
ed during the first week or so as acute 
myocardial infarction, for the reason 
that during this period it is usually im- 
possible to be certain that an infarct is 





not actually developing. Indeed, it has 
been claimed by some that the electro- 
cardiographic changes seen in  insuffi- 
ciency are actually caused by infarcts 
too small to produce the electrocardio- 
graphic changes typical of infarction. 
This may be largely a matter of defini- 
tion, for the term coronary insufficiency 
has been applied to different types of 
cases in the past. Although it is gradual- 
ly becoming more closely defined as a 
clinical entity, the dividing lines be- 
tween coronary insufficiency and myo- 
cardial infarction on the one hand, and 
between insufficiency and angina pector- 
is on the other hand, frequently cannot 
be drawn too sharply. The chief source 
of confusion derives from the fact that 
an exact electrocardiographic delinea- 
tion of this condition has not been agreed 
upon by all cardiologists. 

In patients whose electrocardiograms 
show only nonspecific changes, insufh- 
ciency is usually readily differentiated 
from infarction, although it may require 
some time to be certain of the diagnosis, 
as we have observed the changes typical 
of infarction to first appear as late as 
two weeks after the onset of the attack. 
It is the cases in which the electrocardio- 
gram shows changes compatible with 
subendocardial infarction that give rise 
to most of the controversy. How long 
must inverted, coved T waves persist in 
order for them to be considered as evi- 
dence of infarction rather than insuffh- 
ciency? Published answers to this ques- 
tion vary from several days to several 
weeks, but it is our feeling that such 
T waves persisting for a week or longer 
are almost certainly due to subendo- 
cardial myocardial infarction, assuming 
the clinical picture is compatible. When 
it becomes certain that the case under 
consideration is actually one of coronary 
insufficiency and not infarction, the treat- 
ment need no longer be so rigorous, and 
the patient is managed essentially the 
same as one with severe angina pectoris. 
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The term impending myocardial in- 
farction has of late appeared in the lit- 
erature with increased frequency. We 
submit that this moiety is identical to 
acute coronary insufficiency. It should 
be noted that we are speaking of primary 
insufficiency due to coronary atheroscl- 
erosis, and not secondary coronary in- 
sufficiency as described by Master and 
associates.!§ Several papers on impending 
myocardial infarction have appeared in 
which the claim is made that infarctions 
were prevented in patients with this con- 
dition by therapy. We 
have tried anticoagulants in a number 
of patients whom we felt were on the 
verge of myocardial infarction, but they 


anticoagulant 


have gone right ahead and infarcted re- 
gardless. It is difficult to see how the 
claim that a myocardial infarction had 
been prevented could ever be substanti- 
ated, for it could always be argued that 
the infarction would not have occurred 
anyway, and it is doubtful that adequate 
controls could ever be secured to over- 
come this obstacle. This dilemma should 
not interfere with our trying to prevent 
infarctions with every means at our dis- 
posal, even though we may never be cer- 
tain of the effectiveness of our methods. 


Angina Pectoris 
Uncomplicated angina pectoris from 
coronary sclerosis is ordinarily a chronic 
problem; if an attack is of such severity 
and duration as to be classified as acute, 
or status anginosus, it usually enters the 
domain of coronary insufficiency and is 
treated as such. 

Many arguments have transpired con- 
cerning the most effective treatment of 
angina for the reason that it is difficult, 
if not impossible, to set up a controlled 
experiment that will allow an adequate 
evaluation of a given therapeutic agent. 
Vasodilating drugs may be tested in the 
laboratory with such methods as the 
heart-lung preparation and isolated ar- 
terial segments, but these methods do 


560 Geriatrics, September 1958 


not necessarily indicate whether or not 
the drugs are effective in relieving pain 
in a patient. Attempts have been made 
to evaluate these drugs in angina pa- 
tients by measuring their ability to pre- 
vent electrocardiographic, ballistocardio- 
graphic, and certain physiologic changes 
connected with exercise. The final evalu- 
ation of a drug, however, must be based 
on its ability to prevent or relieve an- 
ginal pain in a patient. We have tested 
several drugs, using various types of 
controls, but have always met one ob- 
stacle: that from 30 per cent to 70 per 
cent of patients with angina are im- 
proved by placebo therapy. Thus, pro- 
cedures as the double-blind technic may 
indicate that a drug which is 70 per 
cent effective is of no value because it is 
no better than a placebo; whereas, many 
valuable drugs employed in the practice 
of medicine are less than 70 per cent ef- 
fective. It should not be inferred from 
this that angina should be treated with 
placebos; common sense should dictate 
that a drug which is supported by even 
inconclusive evidence is preferable to a 
placebo. 

Vasodilators. These agents have been 
and continue to be the sheet anchor in 
the therapy of angina. Sublingual nitro- 
glycerin is the most satisfactory quick- 
acting preparation. Amyl nitrite is un- 
doubtedly a powerful vasodilator, but 
following its use nausea and headache 
may be suffered by the patient (and by 
those in the general vicinity of the pa- 
tient), so that it is usually reserved for 
pain refractory to nitroglycerin. Our 
chief difficulty with nitroglycerin has 
been’in getting patients to take it early 
and frequently enough. They seem to be 
frightened by the explosive connotations 
of its name, and use of the term glyceryl 
trinitrate does not obviate this difficulty, 
as most people know that this is by far 
the most common drug prescribed sub- 
lingually. When nitroglycerin is pre- 
scribed for sublingual use, it is wise to 














specify that hypodermic tablets be sup- 
plied, as some of the oral tablets on the 
market will scarcely dissolve under the 
tongue. Patients should be advised that 
this drug deteriorates after a time, hence 
a fresh supply should be obtained pe- 
riodically. Because of the short duration 
of its action, nitroglycerin is not satis- 
factory for prophylactic use except in 
instances where the patient must per- 
form some activity which he knows from 
experience is likely to cause chest pain. 
If a nitroglycerin tablet is taken before 
such activity is begun, the occurrence of 
chest pain may be entirely prevented. 

For maintenance of prophylaxis, the 
long-acting vasodilators are generally 
necessary. A sustained release tablet of 
nitroglycerin has been advocated for 
this purpose, but it has caused gastroin- 
testinal disturbances in the few patients 
for whom we have prescribed it. ‘The old 
treatment of applying nitroglycerin oint- 
ment to the chest has recently been res- 
urrected,!* but although effective in some 
cases, it is rather messy and inconvenient 
for the patient. 

Of the long-acting “nitrites,” mannitol 
hexanitrate, triethanolamine trinitrate 
biphosphate, pentaerythrity] tetrani- 
trate, and erythrityl tetranitrate are used 
most widely. Goodman and Gilman® 
state that mannitol hexanitrate has a 
somewhat longer duration of action than 
erythrityl tetranitrate, but the latter in 
our clinical trials has proved to be a 
much more effective agent. The claim 
has been advanced that these drugs act 
through an alteration of intracellular 
enzymatic action on myocardial metabo- 
lism rather than by vasodilatation. In 
any event, there is ample evidence that 
they are effective in relieving and _ pre- 
venting anginal pain. Our preference is 
for erythrityl tetranitrate for the reasons 
noted in the preceding section. 

Khellin received extensive clinical 
trials in this country after reports of its 
effectiveness emanated from Cairo, Egypt, 








but the published results have been con- 
tradictory. Some investigators agreed 
with us®® that the drug was moderately 
effective in the prophylaxis of anginal 
pain, but others reported that it afforded 
no more protection than a placebo. Re- 
gardless of which view is correct, the 
drug is of limited clinical value, except 
perhaps in isolated cases, because of the 
high incidence of side effects. 

Quinidine has been reported to be an 
effective coronary vasodilator; however, 
we have given many patients quinidine 
without being impressed with its ability 
to prevent anginal pain. 

Heparin. The intermittent parenteral 
administration of heparin in subantico- 
agulant doses has been advocated for the 
control of anginal pain, based in part 
upon the known ability of this agent to 
clear plasma of visible lipids in vitro 
and in vivo.*!;?2 We have employed this 
therapy in several dozen patients, and 
while our statistics are as yet incomplete, 
we are convinced that it is an effective 
means of controlling chest pain in cer- 
tain patients. However, a_ preliminary 
study of our results yields no indication 
that it lowers mortality or decreases the 
incidence of myocardial infarction as re- 
ported by Engelberg and _associates.* 
Some investigators have claimed that the 
effect of this type of heparin therapy is 
derived from its vasodilating properties, 
while others have concluded that it is 
completely without value in angina pec- 
toris. Recently heparin has been shown 
to possess an anticorticosteroid effect. 
This, together with the facts that stress 
has been found to elevate the blood 
lipids and that atherosclerosis has been 
produced in animals by the administra- 
tion of steroids, provides the basis for 
some intriguing speculation. 

Antithyroid Agents. Thyroidectomy 
and roentgen radiation were the meth- 
ods first advocated for the depression of 
thyroid function to ameliorate the pain 
of angina pectoris. Then came the thi- 
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ouracil series of drugs, and most recently 
the use of isotopic iodine for this pur- 
pose has come into vogue. Blumgart has 
been one of the chief proponents of the 
latter method, and has reported good 
results both in hyperthyroid and in 
euthyroid patients in 67 per cent, with 
33 per cent failures.2* We are not au- 
thorities on the use of any of these agents 
in angina pectoris for the reason that we 
have had little occasion to employ them. 
The majority of our patients have re- 
sponded to simpler measures including 
vasodilators; hence, we have been forced 
to employ these more drastic methods 
in relatively few cases. From the observa- 
tion of these cases and other 
physicians, we have concluded that ra- 
dioactive iodine, like other antithyroid 
agents, is far more effective in control- 
ling anginal pain in hyperthyroid pa- 
tients than in euthyroid patients. The 
often quoted “substituting one disease 
for another” is not without foundation, 


those of 


as many patients so treated have been 
so uncomfortable from the resulting hy- 
pothyroidism that it has been necessary 
to prescribe thyroid substances; in fact, 
Blumgart reports that in most cases the 
latter is required. We have seen a few 
originally hypothyroid patients with an- 
gina pectoris whose chest pain improved 
after their metabolism was elevated by 
the administration of thyroxin. Consid- 
ering these and other theoretical ob- 
jections, it is our opinion that I"! thera- 
py may be of value in certain selected 
cases of refractory angina pectoris, but 
that it should be used only after failure 
of the simpler forms of treatment. 


Surgery 


To avoid repetition, the surgical treat- 
ment of coronary artery disease may best 
be discussed under a separate heading, 
as most of the current surgical proce- 
dures apply to more than one of the 
three subdivisions that we have consid- 
ered above. An exception is the surgical 
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excision of a myocardial infarct, which 
obviously applies only to cases of myo- 
cardial infarction. This operation may 
be dismissed as having little practical 
or theoretic value. Its supposed advan- 
tages are that it avoids the possibility of 
myocardial rupture, and removes the 
hypoxic areas feared by some as a pos- 
sible cause of fatal ventricular fibrilla- 
tion. As to the first point, the greatest 
danger of myocardial rupture is during 
the first two weeks when the surgical 
risk is also greatest; rupture in the chron- 
ic phase is uncommon. As to the second 
point, it is dificult to see how even the 
best surgeon could be sure of resecting 
the hypoxic area surrounding the infarct. 
Furthermore, if some infarcts that we 
have seen were resected, there would be 
very little remaining of the ventricle. 

Another operation for coronary occlu- 
sion, advocated by Bailey, is coronary 
thrombectomy or endarterectomy. This 
“reaming out” of the coronary arteries 
is also a drastic procedure, the ultimate 
practical value of which must be deter- 
mined in the future. ‘The main objection 
to this operation is that much of the 
pathology is multiple in the smaller in- 
accessible branches of the coronary arter- 
ies. 

Most of the surgery being performed 
at the present time with the purpose ol 
increasing the blood supply to the myo- 
cardium is patterned after the recom- 
mendations of Beck.** After trying a 
number of difherent procedures and com- 
binations thereof, he has discarded the 
anastomosis of a systemic artery to the 
coronary sinus in favor of partially ligat- 
ing the coronary sinus, abrading the epi- 
cardium, introducing asbestos into the 
pericardial space and grafting pericardial 
fat to the epicardium, with the goal of in- 
creasing blood flow to the myocardium 
through vascular adhesions from the peri- 
cardium. In support of this procedure, 
Beck over the years has presented a mass 
of evidence based upon carefully con- 











ducted animal experiments, and, more 
recently, has been adding to the number 
of human subjects in his series of cases. 
His latest reported results are encourag- 
ing, and the surgica! mortality has been 
lowered to a reasonable point, so it is 
expected that this procedure will be 
carried out in additional patients of a 
number sufficient to permit a more defi- 
nitive evaluation of the operation. 

We do not subscribe to Beck’s theory 
that most fatalities in coronary patients 
result from ventricular fibrillation 
caused by oxygen gradients between oxy- 
genated and hypoxic areas of myocardi- 
um, for most of the deaths in our coro- 
nary patients have been due to subse- 
quent infarctions or congestive failure. 
Nevertheless, we admit that Beck’s oper- 
ation may have merit, and we are willing 
to be convinced by further proof. As is 
the case in the medical therapy of an- 
gina, any type of cardiac surgery has a 
pronounced placebo effect, and this fac- 
tor must be recognized in any attempt at 
final evaluation of the surgery. The re- 
sults of the Beck procedure in the first 
patient for whom we recommended it 
were rather curious, and not encourag- 
ing, for the surgeon found the _peri- 
cardium to be already adherent to the 
epicardium with extremely vascular ad- 
hesions. These were so dense and en- 
compassing that the pericardial space 
could not be entered; and, in spite of the 
fact that the incision was closed without 
further ado, the patient felt that he was 
greatly improved postoperatively. 

The Beck operation has been _per- 
formed with various modifications and 
additions, including the suturing of a 
segment of lung to the myocardium. An- 
other procedure designed to increase the 
blood flow to the myocardium is that of 
implanting the severed end of the in- 
ternal mammary artery into the myo- 
cardium, but whether this artery remains 
patent, even temporarily, after being im- 
planted is still being debated by those 





who are far more familiar with this oper- 
ation than we are. 

There has been recently imported into 
this country an operation which con- 
sists simply of the ligation and division 
of both internal mammary arteries distal 
to the origin of the pericardial branch- 
es.26 It is claimed that this increases the 
flow of blood to the myocardium, but, if 
it does so, the anatomic and physiologic 
mechanisms are unknown to us. If this 
claim were substantiated, the operation 
would provide a readily available means 
of attack on coronary artery disease as 
it is easily done with relative safety on 
even poor risk patients. However, no 
proof has been offered thus far that the 
procedure is of any value whatsoever. 
We have observed one patient with re- 
fractory angina pectoris upon whom this 
operation was done, not on our recom- 
mendation. His pain was unimproved 
postoperatively, and a week after the 
surgery he suffered an acute myocardial 
infarction and died. This case and the 
one mentioned above are cited, not at 
all as a basis for evaluating the opera- 
tions, but as an indication of why we are 
less than enthusiastic about the surgical 
therapy of coronary disease. 

Sympathectomy, posterior rhizotomy, 
and pericoronary neurectomy as meth- 
ods of controlling anginal pain have not 
received much mention of late, and we 
do not know how frequently they are 
being performed. We have never con- 
sidered such operations to have any ra- 
tional bases, with one possible theoretic 
exception. In some cases of refractory 
and constant pain, neurologists have 
postulated a self-propagation of the pain 
via an internuncial neurone pool—that 
is, the pain persists after the stimulus of 
myocardial ischemia is no longer present 
—and, in such cases, the surgery would 
appear to be theoretically sound. For the 
most part, however, these procedures 
must be considered as litthe more than 
surgical analgesics, for the pathologic 
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physiology remains but the patient is 
not troubled by it. Most cardiologists 


| that eliminating the chest pain with- 


out correcting the myocardial ischemia is 
unphysiologic, if not dangerous. 

Our conservative attitude toward sur- 
‘y in the treatment of coronary artery 


ease should in no wise be construed 
a reflection upon the surgeons who 


have propounded the arious procedures. 
On the contrary, we give them full credit 


the great amount of time, energy, 


and imagination that has been expended 


this problem. We wish them the great- 
success in either proving the benefits 
one of the current procedures, or in 


developing a new one which will correct 


ocardial ischemia with an efficiency 


equivalent to, let us say, that of com- 
missurotomy in mitral stenosis. 
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Summary 
1. We have presented our concepts on 
classification, differentiation and 


treatment of the three common. syn- 


dr 
disease—angina 


su 


omes of atherosclerotic coronary artery 
pectoris, coronary in- 
ficiency, and myocardial infarction. 
2. It has been emphasized that each 


patient is an individual case, and _ his 
treatment must be planned to fit the 


pa 


rticular variations of his case. 
9 


3. A disregard for this variability has 


caused much of the current controversy 


OV 


er the different types of treatment. 
!. An attempt to concentrate in this 


paper upon the controversial points of 
coronary disease has led us to the con- 
clusion that most of the pathogenetic 
and therapeutic aspects of this condi- 


tic 


ym are controversial. 
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The dermato-geriatric clinic 


Indications, organization, and objectives 


ALEXANDER W. YOUNG, JR., M.D. 


NEW YORK CITY 


@ Today, in the United States, there are 
more than 14 million persons 60 years 
of age and over,' and projections of pop- 
ulation trends indicate that this figure 
will be rapidly enlarged in the torseeable 
future.2 A host of economic, sociologic, 
and medical problems are arising which 
are peculiar to this older age group and 
which require immediate solution. 

The formation of a special outpatient 
clinic to take care of the immediate 
needs of senior patients and to facili- 
tate and integrate research into their 
problems may be one step toward sup- 
plying some answers. In this respect, 
dermatology stands in a unique position 
in being able to offer an easily adapted 
facility for such an undertaking.* 

The organization, operational _pro- 
gram, and initial objectives of such a 
clinic will be described in this paper. 
The concept is based upon experience 
gained from particular studies of geri- 
atric patients with skin problems at St. 
Luke’s Hospital in New York City. 

The Dermato-Geriatric Clinic 
A dermatologic approach to the prob- 
lems of the senescent patient and to in- 
vestigation of the underlying processes 
of aging seems most appropriate. The 
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Dermatology offers an immediate fa- 
cility to meet the growing medical 
needs of older people and to advance 
research in geriatric medicine. The 
concept of a dermato-geriatric clinic 
provides an integrated medical serv- 
ice combining many of the major 
specialities. The technics which be- 
long to dermatology in the way of 
clinical observation, pathology, bio- 
chemistry, and physiology lend them- 
selves to the study of the effects of 
years upon the person. 


skin affords the logical place to uncover 
the mechanisms of growing old for it 
first shows the signs of aging and may 
reflect internal changes accompanying 
advanced years. It is readily accessible 
for minute clinical, microscopic, bio- 
chemical, and physiologic observation 
and research. 

Basic dermatologic technics, such as 
patch and intradermal testing, biopsy, 
histochemical analysis, bacteriologic and 
mycotic examination, and radioactive 
up-take are especially applicable to the 
purposes of investigation. 

The general dermatologic clinic is 
especially suited to consideration of geri- 
atric problems, for dermatology inher- 
ently embraces so many aspects of the 
medical and surgical. specialties. The 
dermatologist is experienced in geriatric 
medicine, for already 20 to 40 per cent 
of clinic patients are over 60 years of 
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age. For example, a survey taken at the 
Dermatology Clinic at St. Luke’s Hos- 
pital showed that 21.4 per cent of pa- 
tients were 60 and over. Problems of the 
psychologic adjustment, rehabilitation, 
and chronic disease are familiar to those 
working with skin disease. 


The Problem 
The work of diagnosis, care, manage- 
ment, and research in the dermato-geri- 
atric clinic may be developed in several] 


Ways. 


SKIN DISEASE INHERENT IN OLD AGE 


Because the skin of older persons is a 
product of heredity, past dermatologic 
and medical experience, and long-estab- 
lished patterns of living and environ- 
ment, there are certain diseases which 
are more common to this group of pa- 
tients.“* Examples of these are precan- 
cer and cancer. 

Coordinated supervision of this group 
of patients in a specially designed clinic 
would allow early detection of precan- 
cer. Treatment and follow-up care would 
be immediately available, perhaps ear- 
lier than might otherwise be the case. 
In the case of cancer of the skin in the 
older patient, treatment requires spe- 
cial knowledge and judgment.’ The 
modality must be suited to the individ- 
ual case. The dermatologist is well 
treatment of 
choice with the variety of methods at 


equipped to supply the 


his disposal—electrodesiccation and cu- 
rettement, x-irradiation 
radium, and Moh’s method. 


excision, and 


COMMON SKIN DISEASE IN THE AGED 


\lthough it is well established that the 
older patient is more disposed to cer- 
tain skin diseases, such as precancer and 
cancer, achrochordon, senile xerosis and 
pruritus, stasis dermatitis, and ulcer, it 
is noteworthy that a much wider group 
of skin disorders is frequently brought 
to the physician.®'* The picture, clini- 








cal course, frequency, and management 
of these latter disorders require special 
consideration. 

In the older patient, dermatitis her- 
petiformis may be bullous; herpes zoster 
may be followed by a severe and crip- 
pling neuritis; subacute dermatitis may 
respond slowly to treatment and become 
chronic; and exfoliative dermatitis may 
be especially resistant. Such differences 
in morphology and reaction suggest basic 
alterations. These differences demand an 
explanation. 

Some aspects of aging may be found 
through study of the natural course of 
skin disease—as an example, psoriasis. 
The pathology of this disease has been 
fairly well established. Study of the 
changes in the histologic picture of pso- 
riasis in the elderly as compared with 
that of the younger patient may well 
illuminate the disease process, the ef- 
fects of age upon this process, the evalua- 
tion of treatment methods, and _prog- 
nostication. 

Although the diagnosis in the younger 
adult and the older patient may be the 
same, the management in the senescent 
person demands individual supervision 
and care. The aging skin is prone to 
complications. The additional stress of 
a skin disease in a geriatric patient must 
be met with special technics of treat- 
ment. 


SKIN DISEASE AS A MIRROR 


Medical problems or complications of 
medical management can frequently be 
detected first in the skin.'* Monilial in- 
fection suggests investigation for dia- 
betes; herpes zoster and general pruritus, 
a blood dyscrasia; hair loss, thyroid dys- 
function; acanthosis nigricans, internal 
malignancy; stasis ulcer, superficial ven- 
thrombosis; and excoriations and 
achrophobia, psychosis. Conversely, a 
generalized morbilliform eruption may 
indicate a complication of medical man- 
agement, a drug eruption; digital infil- 


ous 
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tration and erythema urticans-like erup- 
tion, eventuating lupus erythematosis in 
a patient with “rheumatoid arthritis”; 
achrosclerosis, progression of Reynaud’s 
disease; and nodular vasculitis, compli- 
cation of hypertension. 


ANALYSIS OF THE AGING SKIN 


The skin is composed of many different 
kinds of tissue: connective and elastic 
tissue, ground substance, blood vessels 
and capillaries, nerves, muscles, fat, 
glands of various types, and _ epitheli- 
um.!°"2 Investigation of the anatomic, 
microscopic, physiologic, and’ biochemi- 
cal changes to be found in the aging skin 
has not been conclusive. Agreement con- 
cerning the basic changes is not unani- 
mous; the significance of many of the 
alterations which have been described 
is in dispute. Renewed efforts using pres- 
ent-day tools and technics seem indi- 
cated. 

In this connection, correlations be- 
tween the common internal medical dis- 
eases of the aged and the minute changes 
appearing synchronously in the skin 
offer wide vistas for study. 

The formulation of a base line for the 
changes occurring in senile skin using 
current methodology may have consider- 
able importance for the future. Actinic 
radiation in time may alter the skin. 
With the advent of radioactive experi- 
mentation, these changes may be accel- 
erated and hastened. 


IMPACT OF SKIN DISEASE ON THE AGED 


With advancing years, fragility increases 
and the ability of the organism to re- 
spond to stress of any sort decreases.?*,*4 
The geriatric patient may have to make 
new emotional and economic adjust- 
ments because of the changing cir- 


cumstances of life. Skin disease may 


present further stress and precipitate re- 
actions unfavorable to the general out- 
look. Conversely, other stresses may ini- 
tiate or reactivate dermatoses. There is a 





great need for a modified, sympathetic, 





and indoctrinated approach in dealing 
with skin disease in older patients, as 
well as their common medical problems. 
Organization 

The organization of a dermato-geriatric 
clinic is composed of the chief physician 
and his assistant, a receptionist, file 
clerk, and special technician. Three 
nurses are required in a supervisory ca- 
pacity in a clinic handling 50 to 70 pa- 
tients a session, as shown in the diagram 
of clinic organization. 


RECEPTIONIST AND FILE CLERK 


The receptionist is responsible for man- 
aging the patient through the clinic. 
This duty includes appraisal of the pa- 
tient entering the clinic as indicated in 
the record—new patient, referred, fol- 
low-up, or special research patient. ‘The 
patient is accordingly directed to the 
responsible physician for routine or spe- 
cial care. At the discretion of the attend- 
ing physician, reappointment is made, 
the patient sent for consultation to one 
of the associated specialists, or he is 
placed on a routine follow-up program. 

Close rapport with the offices of the 
special technician is kept, in order to 
synchronize follow-up measures and to 
expedite treatment and laboratory or 
investigatory technics prescribed by the 
attending physician. 

Responsibilities of the file clerk in- 
clude the additions of up-to-date in- 
formation in the chart (laboratory or 
special tests), and the initiation of fol- 
low-up letters at the suggestion of the 
receptionist. Special secretarial duties 
and file coding for research purposes or 
easy reference may be required. 
SPECIAL TECHNICIAN 
The patient may be referred to the spe- 
cial technician by the clinic physician 
for courses of treatment, specified types 


of examination, and management. In 
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Medical 


the former case, actinic irradiation and 
injection of medicaments are 
included. In the latter, the technician is 
responsible for routine and_ research 
testing and the preparation of labora- 
tory specimens. 

At the instigation of the receptionist 
and file clerk, follow-up to the home may 
be required. Duties fringing upon so- 


special 
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Psychiatric 


cial service and public welfare activities 
may belong to this job specification. 


SPECIAL CONSULTANTS 


Special medical talent and consultation 
may often be in demand for the com- 
plete evaluation of geriatric problems. 
The skin disorder may suggest further 
investigation in allied fields, or, on the 














other hand, may herald complications 
of medical treatment or additional in- 
ternal pathology. Using the skin as a 
signal post, comprehensive care is facili- 
tated in the dermato-geriatric clinic and 
close rapport is established between the 
specialties. 


Comment 


The problems of older persons are be- 
coming more and more a part of any 
medical practice. Currently, work in geri- 
atrics is concerned with difficulties which 
are separately encountered by the vari- 
ous medical and surgical specialties. Per- 
haps a direct approach would be more 
rewarding. The answers to the many 
questions presented by the senescent pa- 
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tient may be found in an integrated study 
of the whole group. This concept sug- 
gests the provision of facilities designed 
to care for the immediate problems of 
the patient and to promote research in 
the field. Such a facility would be a 
clinic properly dedicated to the subject, 
combining available medical talent. The 
basic organization of a clinic for this 
purpose may be established within the 
framework of dermatology. Here es- 
sential clinical observation and rapport 
with other specialties is immediately 
available, together with the technics for 
investigation and the tissue to be studied. 
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Hospital, New York City. 
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Management of atrophic vulvovaginitis 


with estrogen-an tibacterial suppositories 


E. EDWARD NAPP, M.D., ALVIN F. GOLDFARB, M.D., 
MARTIN L. STONE, M.D., and HARRY WOOD, M.D. 


NEW YORK CITY 


@ In a recent gynecic survey of 682 eld- 
erly, institutionalized female patients, 
Folsome and co-workers reported a 95.8 
per cent incidence of atrophic vulvo- 
vaginitis vaginitis) .! 
Chis startling figure is a strong indica- 


(postmenopausal 


tion that the disorder is becoming an in- 
creasingly important problem to the cli- 
nician. Moreover, one can expect that 
increased life expectancy will make prob- 
lems of atrophic changes in the female 
reproductive tract even more common. 

The repressive changes in the hor- 
monally supported vagina and related 
structures, characteristic of atrophic vul- 
vovaginitis, result mainly from an estro- 
gen deficiency. These changes can be 
listed as thinning of vaginal epithelium, 
loss of elasticity and contraction of sup- 
porting structures, loss of subcutaneous 
fat and genital hair, shrinkage of the 
labia and clitoris, deficiency of cellular 
glycogen, increase in vaginal pH, and 
atrophic urethral changes. 

All or only some of these changes may 
be present. Atrophic urethritis, although 
infrequently mentioned, can be found 
in a great number of patients with an 
atrophic vulvovaginitis. The vaginal pH 
usually ranges above the normal levels 
of 4.0 to 4.5, thus reflecting a decreased 
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Symptomatic relief was obtained in 
the great majority of a group of 45 
patients with atrophic vulvovagini- 
lis who were treated with a combined 
synthetic estrogenic substance and an 
antibacterial, trichomonacidalvaginal 
suppository. A second course of thera- 
py was required in 20 of the 45 pa- 
tients. A multipronged approach to 
the management of this problem 
would seem to afford the physician a 
new and efficient adjunct to the 
therapeutic armamentarium. 


acidity. “his change in acidity is_ sec- 
ondarily influenced by the absence of 
glycogen in the cells and changes in the 
normal metabolism of the vagina. 
Until recently, the management ol 
atrophic vulvovaginitis has consisted 
mainly of the use of estrogenic sub- 
stances combined with acid vaginal 
douches. However, the indiscriminate 
use of estrogenic substances may, in 
some cases, cause bleeding from the 
uterine canal. Recently it was reported 
that a new synthetic estrogenic sub- 
stance, methallenestril, caused little or 
no withdrawal bleeding when adminis 
tered orally in the management of the 
menopausal syndrome.*:4 If this char- 
acteristic of the drug were present also 
when administered intravaginally, it 
would be particularly effective in the 
local treatment of lesions associated with 
the atrophic vulvovaginal canal. If an 

















antibacterial agent were added to the 
estrogenic suppository, it would seem 
that a more rapid improvement rate 
would appear in the patients treated. 

Purpose of Study 
A group of 45 patients from the geriatric 
gynecologic service of the Bird S. Coler 
Memorial hospital and the gynecologic 
outpatient department of the Metro- 
politan hospital was selected for this 
study. A vaginal suppository consisting 
of methallenestril combined with the 
antibacterial preparation diiodohydroxy- 
quinlone was used by the patients to 
evaluate its clinical efficiency. The re- 
sults from the use of these suppositories 
were to be combined with clinical and 
laboratory data to evaluate their use- 
fulness in the management of the atro- 
phic changes in the vulvovaginal canal. 

Material and Method 
For the past two years, a suppository as 
described in the foregoing has been used 
in those patients with nonspecific vagi- 
nitis or trichomonal vaginitis superim- 
posed on atrophic changes. The age dis- 
tribution of the 45 patients is shown 
in table 1. Both of the patients be- 
low the age of 40 had undergone bilater- 
al salpingo-oophorectomies and __ total 
abdominal hysterectomies. Thirty of 
the patients were ten or more years post- 
menopausal. The oldest patient in the 
series was 89 years of age. 

Table 2 outlines the more common 
symptoms found in this group of pa- 
tients. 

All patients were screened for the 
presence of breast or genital carcinoma, 
and patients with a history of previous 
breast or pelvic malignant disorders 


were excluded from the study. As part 
of the screening procedure, vaginal 
smears were studied by the Papanicolaou 
method. Three simple procedures were 
followed in all patients during the ob- 
servation period:® (1) 


a vaginal wet 


TABLE | 


AGE DISTRIBUTION OF PATIENTS 





Age groups 


be] 


No. of patients 


Below 40 2 





40-45 2 
16-50 10 
51-55 8 
56-60 11 
61-65 4 
66-70 1 
71-75 2 
Over 75 2 

Potal 45 

TABLE 2 


INCIDENCE OF THE MORE COMMON SYMPTOMS 





Symptom No. of patients Per cent 
Pruritus 32 14% 
Frequency and urgency 24 53.3% 
Leukorrhea 18 410.0% 
Dyspareunia 14 $1.1% 
Bleeding 4 8.8% 





smear under high, dry magnification was 
studied, (2) the pH of the vaginal canal 
was determined with nitrazine paper at 
its midportion, and (3) a fixed vaginal 
smear for estrogen effect was obtained. 
These three procedures were recorded 
before the institution of treatment, dur- 
ing the second week of treatment, dur- 
ing the third week of treatment, and two 
weeks after treatment was stopped. ‘The 
patients were instructed to insert the 
moistened vaginal suppository twice 
daily for a period of three weeks. 


Results 


Significant relief of symptoms became 
noticeable in the patients after three 
days of therapy. Table 3 demonstrates 
the changes in symptomatic response. 
When comparing the results of therapy 
after a two-week period, it was noted 
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that relief was experienced by 96.8 per 
cent of those patients who complained 
of pruritus (31 of 32 patients); 83.3 per 
cent of those suffered from fre- 
quency and urgency (20 of 24 patients); 
88 per cent of those with leukorrhea (16 
of 18 patients) ; 71.8 per cent of the pa- 
tients with dyspareunia (10 of 14 pa- 
tients) ; and 100 per cent of patients who 
complained of bleeding (4 of 4 pa- 
tients) . 

An evaluation of the simple labora- 
tory studies showed that the pH of the 
vaginal secretions, which had ranged 
from 5.5 to 7.5 prior to therapy in the 
pretreatment stage, ranged closer to 4.0 
to 4.5 after two weeks of therapy. The 
changes in the vaginal smears are dem- 
onstrated in figures I to III. 

In figure I, the typical atrophic changes 
of an estrogen deficiency can be seen. 
The small, round basilar type cell is 
present. After two weeks of therapy, the 
clumping of bacteria has disappeared, 
and some superficial type cells are pres- 
ent (figure II). After three weeks of 
therapy, cells from the basilar layer are 
absent (figure III). There is eosinophil- 
ia present in the superficial type cells. 
\n interpretation of an estrogen effect 
was made. 


who 


The wet smears showed changes along 






F1G. 1. Vaginal smear before treatment. 


similar lines. As treatment progressed, 
the presence of white cells and bacterial 
clumps disappeared. After three weeks 
of therapy, the ‘Trichomonas disappeared 
in 8 of the 10 patients who had demon- 
strated its presence before treatment. 
Discussion 

As many of these patients were institu- 
tionalized, an adequate period of follow- 
up was available. Five weeks after cessa- 
tion of therapy, 20 patients, all of whom 


TABLE 3 


SYMPTOMATIC 


RESPONSE 





3 days of treatment 


No j No 


7 days of treatment 


2 weeks of treatment 


No 

Symptom response Poor Good response Poor Good response Poor Good 
Pruritus I 8 22 l 1 27 I 31 
Frequency and 

urgency 16 8 10 9 l 3 20 
Leukorrhea 12 6 Z 15 4 16 
Dyspareunia 14 10 { 2 2 10 
Bleeding 3 l I 3 4 
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FIG. 1. Vaginal smear after 
two weeks of treatment. 


were over 50, noted a reappearance of 
their symptoms and required a second 
course of therapy. This repeat regime 
continued for one week. Of these pa- 
tients who required a second course of 
therapy, 5 required another course of 
treatment one year after the initial course 
of treatment. 

Noteworthy in our observations was 
the absence of estrogen withdrawal 
bleeding following therapy. This con- 
firms previous reports regarding the 
synthetic estrogenic substance used in 
this study. The use of an estrogenic sub- 
stance locally in the atrophic vagina has 
long been accepted as an ideal method 
of treating the annoying symptoms that 
might arise from this condition. 

With changes in the metabolism of 
the vulvovaginal canal in its nonestro- 
genic-supported state, there is a great- 
er chance for bacterial and protozoal 
infections to be present. The use of an 
antibacterial, trichomonocidal agent as 
an added factor in a combined supposi- 
tory enhances the efficiency of treatment. 
This multipronged approach to the man- 
agement of symptomatic atrophic vulvo- 
vaginitis offers the patient a greater 
chance for relief. Again it can be stated 





FIG. 11. Vaginal smear after 
three weeks of treatment. 


that with the increase in life expectancy, 
many more patients with symptoms re- 
ferable to the atrophic vulvovaginal 
canal will present themselves for treat- 
ment. It would seem, therefore, that 
further studies using a multipronged ap- 
proach to the treatment of the annoy- 
ing symptoms resulting from these at- 
rophic changes would be in order. 


From the Department of Obstetrics and Gyne- 
cology, New York Medical College, Metropolitan 
Medical Center, and the Department of Geriat- 
ric Gynecology, Bird 8. Coler Memorial Hospital, 
New York City. 

Vallestril and Floraquin, the vaginal supposi- 
tories used in this study, were supplied by Dr. 
]. William Crosson of G. D. Searle & Co., Chi 


cago. 
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of the prostate 


Management of inoperable cancer 





WILLIAM P. HERBST, M.D. 


WASHINGTON, D.C. 


@ The history of management of pros- 
tatic cancer is more than moderately 
interesting. In the period from 1893 to 
1905, the British were performing cas- 
tration on with cancer of the 
breast. At this same time, Dr. White of 
Philadelphia was doing castration on 
men for benign prostatic obstruction. 
The British discontinued the castration 


women 


procedure for carcinoma of the breast, 
because at that time it carried a surgical 
mortality of 6 per cent, and only one 
out of 99 patients was presumed to have 
been cured. Interestingly enough, the in- 
cidence of favorable responses to castra- 
tion in the male for benign prostatic hy- 
pertrophy and the incidence of favorable 
response of varying periods to castra- 
tion in with carcinoma of the 
breast was somewhat over 80 per cent. 


women 


In this country, castration for benign 
prostatic hypertrophy fell out of use, 
first, because castration per se was un- 
attractive to the male and, second, be- 
cause Dr. Hugh Young, along with other 
urologists, developed the technic of sur- 
gical removal of obstructing prostates 
to the degree that excellent results were 
obtained. 


Castration and Biochemical Therapy 


In the light of subsequent developments 


WILLIAM P. HERBST is professor of clinical urology, 
Georgetown University School of Medicine, and 
civilian consultant in urology at Walter Reed 
{rmy Medical Center, U.S. Naval Medical Center, 
and National Institutes of Health Clinical Re- 
search Center. 
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Biochemistry has provided therapeu- 
tic measures which are a great boon to 
patients with inoperable prostatic 
cancer. The various therapies avail- 
mode and 
timing of administration are dis- 


able are evaluated, and 


cussed. The attitude of the physician 
to the patient and his family is 
stressed. 


in history and management of prostatic 
malignancy, it is most interesting that 
both Dr. Young and Dr. Alexander 
Randle carried out castration on pa- 
tients with prostatic cancer years before 
it became popular as a result of the 
brilliant biochemical contributions of 
Dr. Charles Huggins. The patients whom 
Dr. Randle and Dr. Young treated by 
castration were not in the group that 
showed response to such type of manage- 
ment. 

It was not until 1941, when Dr. Hug- 
gins reported on the effectiveness of cas- 
tration in the management of inoperable 
prostatic malignancy and I reported on 
the administration of estradiol-dipropi- 
onate and stilbestrol, that the current 
chemical therapeutic measures, which 
are now available, were instigated. 

As of today, there are available bio- 
chemical therapeutic measures which are 
rather spectacularly effective and which 
have been proved to be a great boon 
to those who are victims of prostatic 
malignancy which has advanced beyond 
the stage of total prostatectomy with an 
idea of cure. 














Plans of Therapy 
Before listing the procedures available 
for the management of inoperable pros- 
tatic malignancy, attention should be 
called to the fact that the U.S. Army 
Medical Center in Washington, D.C., 
has been successful in making over 50 
per cent of their patients with prostatic 
malignancy fall within the operable 
field. This has been accomplished 
through the propaganda of the late 
Col. James A. Kimbrough, who indoc- 
trinated the entire Army Medical Corps 
in making a careful rectal examination 
mandatory in every physical examina- 
tion carried out. 

No therapy of any kind should be 
introduced unless there is pain or an 
unsatisfactory physical trend. If obstruc- 
tion develops, an indwelling catheter 
may be used or suprapubic cystostomy 
or transurethral prostatic resection may 
be carried out. The following plans of 
therapy may be instituted ad seriatim: 
(1) castration, surgical or x-ray, or ad- 
ministration of estrogens in the smallest 
effective dose, or both; (2) administra- 
tion of cortisone or other steroids, adre- 
nalectomy, one- or two-stage, and _pitui- 
tary ablation by radiation, radon-seed 
(3) ad- 
ministration of any antimalignant thera- 
peutic agents in the nitrogen group or 
otherwise, and administration of testos- 
terone in terminal conditions. Along with 
these methods, all supportive measures, 
including administration 
mins, hematinics, and transfusions, 
should be carried out appropriately. As- 
pirin and its combinations often prove 


implantation, or surgery; and 


of polyvita- 


to be effective in relieving pain. 
General Comment 
administration of 


Either estrogens or 


castration may be carried out first with- 
out any particularly strong indications 
for one or the other. Undoubtedly, there 
are many psychologic situations which 





preclude starting with the procedure of 
castration. When adrenalectomy is car- 
ried out, the patient and the family 
should be advised that a favorable trend 
may not be expected in more than 20 
per cent of cases in which this opera- 
tion is performed. Sometimes unilateral 
adrenalectomy is effective, so that it is 
well to do just one side and wait be- 
fore carrying out the removal of the 
other gland. 

Administration of estrogens is not 
without hazards, including thrombophle- 
bitis, development of ecchymotic syn- 
dromes, and sometimes cerebral hemor- 
rhage. The reason for these complica- 
tions is a little too complicated to com- 
ment on at this time and not at all con- 
clusive. They should be recognized, how- 
ever, as calculated risks. Radiation of 
the pituitary, as carried out by betatron 
methods, has proved successful in the 
hands of Lawrence. Ordinary radiation 
of the pituitary is attended with sufh- 
cient favorable responses so that I be- 
lieve that it is a warranted procedure. 
Radon-seed implantation falls in the 
same category. 

In conclusion, I should like to stress 
the attitude of the physician to patient 
and family. In view of the fact that 
no malignancy is 100 per cent hopeless, 
the physician should make this fact 
known to both the patient and the fam- 
ily. An optimistic attitude should be 
maintained from finish. It is 
interesting and gratifying to realize that, 
in the field of the chemical management 
of prostatic malignancy, we have avail- 
able modalities that result in the de- 
velopment of a clinically favorable trend 
in over 85 per cent of the patients so 
afflicted. With the current trend in re- 
search, it appears not unlikely that, in 
the not too distant future, we may find 
some way by which our bodies themselves 
may be made to elaborate 
which will eliminate malignancy. 


start to 


substances 
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Social factors in old age psychiatry 


FELIX POST, M. B. 


LONDON 


® So much has been written about so- 
cial factors related to geriatric prob- 
lems that a review of the literature has 
become impracticable. However, some ol 
the work carried out from a 
point of view in old age psychiatry may 
be usefully discussed and critically eval- 
uated. As man is a gregarious animal, 
it is difficult to imagine any psychologic 
change in the individual without imme- 
diately taking note of its social effects 
and speculating on its social causes. Psy- 
chiatrists will around for so- 
cial methods of treatment. They have, 
in fact, studied the interactions of the 
individual patient with the people 
around him at all levels of social organ- 
ization. 


social 


also cast 


Effect of Culture, Period, and 
Locale on Mental Disorders 


At the cultural level, it has been found 
that, among different peoples and at 
different periods in history, different 
stresses have been experienced by the 
elderly. It was, therefore, assumed that 
in cultures where the aged were held in 
traditionally high esteem, there would 
be a low incidence of senile mental dis- 
orders. In actual fact, studies which have 
not been based on hospital admission 
figures, but on the results of house-to- 
house census investigations, such as the 
one carried out by Tsung-Yi-Lin in 
1953,1 have shown that the incidence of 
senile psychoses varied little in differ- 
ent localities. For example, it was as 


FELIX Post is physician at the Bethlem Royal Hos- 
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The impact of society on the senes- 
cent individual only rarely results in 
psychologic illness, but the effects of 
psychiatric disorders may be either ag- 
gravated or palliated by social factors 
and social action. This survey sug- 
gests that etiologic factors of greater 
importance may be found at work in 
smaller social units, especially the 
family. 


high among the Chinese of Formosa as 
among the Germans of Thuringia. Mod- 
ern life, with its increased tempo and 
small family groups, each living in a 
few rooms as a self-contained unit, has 
been thought to be stressful to old peo- 
ple. This view finds some support in 
the studies of Goldhamer and Marshall 
made in 1953.2 While making full al- 
lowance for changes in admission pol- 
icy and age structure of the population, 
they were able to demonstrate that, in 
contrast to the remaining age groups, 
admissions of elderly people to mental 
hospitals in Massachusetts have increased 
during the last one hundred years. 
Local differences in the incidence ol 
mental disorders within the same cul- 
ture have been studied in a number of 
ecologic surveys. The outstanding study 
in our field is that of Gruenberg, which 
was done in 1954.5 In Syracuse, New 
York, areas with high admission rates 
due to senile and arteriosclerotic psy- 
choses were found located near the cen- 
ter of the town where most houses had 
been subdivided into large numbers of 
small individual dwellings and where a 

















high proportion of the inhabitants were 
living alone. Schizophrenic _ patients 
show similar ecologic characteristics, 
and, as in their case, the question 
arises whether patients with these dis- 
orders tend to drift to these lonely 
habitations in centers of cities, or wheth- 
er there are some etiologic factors in- 
herent in the social conditions of these 
localities. 

Certainly, with old people requiring 
hospital admission, social and mental 
breakdown are often so closely linked 
that it may be impossible to disentangle 
cause and effect. This situation becomes 
even more complex when physical dis- 
orders contribute to the sad state of af- 
fairs. Lewis and Goldschmidt were per- 
haps first in working out some of the 
social causes leading to the admission 
of aged people to mental hospitals. In 
the group studied, they found not just 
hopeless dotards, but people showing 
various degrees of mental and physical 
old age. Also, their study revealed that 
social factors had played the main part 
in making admission necessary for a large 
number of the group. These workers 
expressed the opinion that timely in- 
vestigation by a skilled social worker 
might have indicated steps to advert or 
delay mental breakdown. In practice, it 
has proved difficult to discover in the 
community those old people who are 
heading for trouble, possibly because 
families find it difficult to pick up dan- 
ger signals, o1 because people who are 
undergoing slow senile deterioration cov- 
er up their increasing defects behind a 
so-called social facade. Among 50 pa- 
tients consecutively admitted to a gen- 
eral geriatric unit showing definite se- 
nile or arteriosclerotic dementia, there 
was not a single case where the family 
had appealed to any of the several avail- 
able social agencies.® 


Though it may be difficult to avoid 
the occurrence of emergencies, several 
British workers, notably, MacMillan,? 





have achieved encouraging results in 
treating sociopsychiatric breakdown by 
speedy cooperation between social wel- 
fare and health authorities at the ad- 
ministrative level, and between social 
workers, physicians, surgeons, and_psy- 
chiatrists in the management of individ- 
ual clinical problems. Smoothly coor- 
dinated machinery for speedy admission, 
if necessary, or for repeated and_per- 
haps even planned readmissions,*® tends 
to encourage families to continue in a 
reasonably happy frame of mind the care 
of infirm old people. 


Impact of Immediate Environment 


on Senile Deterioration 


The effects of psychiatric disorders of 
elderly people may be either aggravated 
or ameliorated by social factors and so- 
cial action, but we have discovered lit- 
tle evidence to show that these disturb- 
ances are caused in a more basic fash- 
ion by the impact on the senescent 
individual of the society in which he 
lives. We, therefore, turn from culture, 
period in history, and urban or rural 
community to the old person’s imme- 
diate social environment at his work and 
within his family. In this setting, men- 
tal and psychologic disturbances may be 
interpreted as disorders of communica- 
tion between the patient and the people 
around him.® In order to communicate 
with the environment, individuals adopt 
different roles and are able to 
change from one role to another speed- 
ily and smoothly as occasion demands. 
This concept of communication and role 
activity is not, perhaps, a very profound 
one,-but it furnishes a useful model in 
the psychiatry of old age where we so 
frequently find patients unable to play 
any role or playing roles which are no 
longer appropriate. The following illus- 
trations provide two striking examples. 
In senile character disorder, we find the 
parent who is unable to abandon a role 
toward his children which was appro- 


also 
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priate when they were young, but which 
leads to friction unless it is abandoned 
as they grow older. In the “occupa- 
tional delirium” of the confused senile 
patient, the old man may try to get up 
in the middle of the night in order to 
go to his office, from which he retired 
many years ago. 

Both sociologists and psychiatrists 
have discovered a positive correlation be- 
tween the number of social roles elder- 
ly people continue to play and the de- 
gree of mental preservation. Frequent- 
ly, the next step has been to imply 
that deprival of social roles may be an 
important etiologic factor in producing 
senility.!° Compulsory retirement from 
work is sometimes cited as one of the 
most harmful strictures which society 
places on the elderly. However, as the 
result of interviews with men aged 65 
to 75 years selected at random, Richard- 
son discovered evidence for retirement 
due to action by the employer in only 
58 of 244 cases; in 115, ill health had 
been the chief cause for retirement, and 
the remainder left work for a variety 
of reasons, need to 
help an invalid wife at home, and other 
family pressures of various kinds.'! He 
found that one-quarter of his subjects 


such as “strain,” 


had secured part-time employment and 
that 93 per cent of their number were 
contented with their lives, as against 
only 54 per cent of all retired men. 
In clinical experience, only few men who 
allegedly break down mentally because 
of compulsory retirement make any real 
find work after recovery. 
Those who do are usually successful in 
finding and holding down some little 


efforts to 


job. It would appear unwise to claim 
more than that retirement may unmask 
or hasten the progress of incipient se- 
nile deterioration, while healthy and 
well-retained old people successfully 


adapt to the pressures for compulsory 


retirement which are exerted by the 
younger generation. 
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It is frequently surmised that senile 
mental changes may be hastened in the 
small modern family by depriving old 
people of many of their traditional roles. 
Here again, recent work indicates that 
this loss of roles may not be very impor- 
tant. In comparing a sample of senile 
and arteriosclerotic demented patients 
admitted in Oxford with the mentally 
healthy subjects of a London survey who 
lived independently,'? we found that 
close, helpful, and affectionate family 
relationships, as against weak family ties 
and interests, were found in the dement- 
ed patients more frequently than in the 
London sample.® 


Socio-Occupational Therapy 


We (Cosin et al., in preparation) also 
subjected to experimental tests the hypo- 
thesis that it might be possible to retard 
or reverse the progress of dementia by 
increasing the number of communica- 
tions between persistently confused old 
people and their environment. Groups 
of female hospital patients were rated 
by observers before, during, and after 
the experiments for behavior in various 
situations during and after four-week pe- 
riods of different kinds of occupational 
and social therapy. Ratings very con- 
stantly went up while the patients were 
stimulated, only to drop down again 
during unoccupied periods. This pattern 
was especially striking and consistent in 
the patients’ behavior during daily rou- 
tine activities, such as dressing, social 
conduct in the ward group, and eating 
habits. We were unable to discover any 
type of occupation which, in terms of 
quantitative scores, was more effective 
than others, but our impression was that 
simple domestic tasks tended to stimu- 
late more pleasurable and appropriate 
activities than more artificial technics. 
The general progress of the treated 
groups was compared with that of an 
untreated control group. There were, of 
course, some patients who deteriorated 











severely despite treatment, but, when av- 
eraging our various tests and ratings, we 
found that, over periods of six months, 
the treated patients as a group had done 
better than the controls in terms of their 
general behavior. No improvement of 
dementia, as measured by tests of mem- 
ory, speed, and skill, had occurred. Al- 
though our results with this small num- 
ber of patients just failed to reach an 
acceptable level of statistical significance, 
the trend toward improvement in these 
definitely demented hospital patients 
was sufficiently encouraging to stim- 
ulate more intensive and prolonged so- 
cio-occupational treatment, perhaps at a 
day center, of less deteriorated old people 
sull living in the community. 


Psychiatric Syndromes 


About one-third of all elderly people 
requiring psychiatric treatment or care 
do not show important intellectual im- 
pairment in the course of their illness 
but are deemed to suffer 
called functional psychiatric syndromes. 
In the etiology and treatment of these 
conditions, social factors are of very 
great importance. The problem of lone- 
liness of old people comes to mind im- 
mediately. Sheldon pointed out that liv- 
ing alone and being lonely were not 
necessarily related states,'* and, in clin- 


from so- 


ical work, the present writer often 
found that loneliness was the _ result 
rather than the cause of mental dis- 


order.'4 By contrast, bereavement, seri- 
ous illness of the moving 
away of relatives, is often the 
event preceding the onset of a depres- 
sive illness. The etiologic importance of 
events of this sort was found second 
only to that of acute physical illness in 
100 consecutive patients over 60 with 
affective illnesses (Post, in prepara- 
tion). The affective symptoms usually 
respond to electroconvulsive therapy, 


spouse, or 
close 


but supportive group treatment! and 
attendance at expatients’ clubs are prob- 





ably useful measures, as the long term 
outlook in old age depressions is fre- 
quently not favorable, and social props 
may prove valuable. 

Persecutory syndromes, either by 
themselves or in association with the af- 
fective reaction type, manifest them- 
selves in serious disturbances between 
the patient and the people around him. 
When complicating deafness, social 
causes of paranoid symptoms tend to 
demonstrate themselves, but this re- 
viewer is not aware of any published 
research on social origins and treatment 
of paranoid illness in old age. 


Neurotic Disturbances 


In the elderly, just as with younger peo- 
ple, neurotic disturbances outstrip in fre- 
quency and social significance the so- 
called mental illnesses, which by reason 
of their more obviously disruptive ef- 
fect have until recently captured more 
attention. Their origins may well go back 
to the presocial level of personality de- 
velopment, but their fluctuations in se- 
verity and their effects can only be 
understood and treated as part and par- 
cel of the total emotional family situa- 
tion. This emerges particularly clearly 
in geriatric work, where we so frequent- 
ly encounter a disturbance of neurotic 
type and severity conveniently labelled 
the mother-daughter syndrome. The 
condition seems to have developed out 
of an overdependent relationship of the 
daughter toward the mother; sons are 
sometimes similarly involved. The nor- 
mal process of mutual detachment had 
not occurred for reasons on which we 
may speculate in retrospect. There is, 
however, clear evidence that, in the pre- 
sent, the relationship has become an 
insecure one, and the elder woman has 
tended to become aware of this to an 
increasingly painful extent. Her hypo- 
chondriacal complaints, fears, faints, and 
anxiety states, which are often grafted 
on some physical disabilities, are barely 
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disguised attempts on the mother’s part 
of retaining the younger woman’s sup- 
port and affection. The daughter re- 
sponds to these attempts with an in- 


crease of her own nervous symptoms, 
because she finds increasing difficulty in 
hiding her hostility toward her mother. 
Treatment of a situation of this sort, 
which is really longstanding, is diff- 
cult. Social methods, for example, those 
which go beyond individual treatment 
of the patient, suggest themselves: in- 
sight-and abreaction-producing discus- 
sions with mother and daughter togeth- 
er or encouragement toward both partic- 
ipating in social activities outside the 
home. Or, we may fall back on trans- 
ferring some of the hostilities and de- 
pendent feelings of both patients on to 
the therapist. Because of the frequency 
of the disorder, it should be possible to 
compare the efficacy of these different 
approaches. 


REFE 


1. LIN, T. Y.: A study of incidence of mental disorders 
in Chinese and other cultures. Psychiatry 16: 313, 
1953. 

2. GOLDHAMER, H., and A. MARSHALL: Psychoses and 

Civilisation. Glencoe, Illinois: Free Press, 1953. 
. GRUENBERG, E. M.: Community conditions and psy 
choses of the elderly. Am. J. Psychiat. 110: 888, 
1954. 


4. SHAW, P. H. S.: Social Breakdown in the Elderly. 
Pamphlet issued by the Royal Society of Health, 
London, 1957. 

5. LEWIS, A. J., and H. GOLDSCHMIDT: Social causes for 
admissions to a mental hospital for the aged. 
Sociol. Rev. 35: 86, 1943 

6. COSIN, L. Z., M. MORT, F. POST, G. WESTROPP, and 


M. WILLIAMS: Persistent senile confusion: A_ study 
of 50 consecutive cases. Internat. J. Soc. Psychiat. 3: 
195, 1957. 


7. MACMILLAN, D.: Psychiatric Aspects of Social Break- 


580 Geriatrics, September 1958 





Comment 


We began this review by hinting at the 
tautologic nature of the term “social psy- 
chiatry,” and we hope to have succeeded 
in demonstrating the mutual interde- 
pendence of “social” and “psychiatric” 
as applied to elderly people. We have 
attempted to examine critically evidence 
suggesting that psychologic disturbances 
may have social causes at the level of 
culture, society, work situation, and 
family. Although evidence for social 
causes is as yet fragmentary and often 
contradictory, this should not discour- 
age us from carrying through carefully 
controlled therapeutic trials using so- 


cial measures. 


This article is based on a paper presented at the 
Fourth Congress of the International Association 
of Gerontology. Merano, Italy. July 1957. 
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Frequent intrabursal injections of 


hydrocortisone acetate for bursitis 


CHARLES D. BONNER, M.D. 


CAMBRIDGE, MASSACHUSETTS 


® Bursitis, as a clinical entity, is fre- 
quently presented to the physician in 
both its acute and chronic stages. In the 
former stage, it can represent one of the 
most excruciatingly painful problems in 
medicine because of its resistance to an- 
algesics and narcotics, while in the lat- 
ter stage it can be the cause of long-term 
discomfort and disability. It is a disease 
which in most instances lends itself to 
spontaneous recovery, but this may not 
take place for two to four weeks in an 
acute case and for many months in the 
chronic case. In the meantime the in- 
volved joint often becomes partially im- 
mobilized because of pain; fibrosis takes 
place around the joint; calcium may 
be deposited in the area; and the sur- 
rounding muscles atrophy and become 
weak. This leads to a period of pro- 
longed disability which in some patients 
requires rehabilitation. 

The term bursitis has a number of 
synonyms, such as periarthritis, tendon- 
itis, or tenosynovitis. Anatomically, bur- 
sae are distributed widely throughout 
the body at the insertions of tendon 
sheaths. Any bursal sac, following trau- 
ma, rheumatic diseases, or gout, may 
undergo a process of inflammation in 
which the normally small bursa enlarges, 
and its fluid contents increase in viscosi- 
ty and show an increase in the number 
of white blood cells. As the process heals, 





CHARLES D. BONNER is physician-in-charge at tie 
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Accurate placement of adequate 
amounts of hydrocortisone acetate 
given at short intervals for 3 to 5 
treatments resulted in a cure for 92 
per cent of 12 cases of acute bursitis 
and 26 cases of chronic bursitis. Only 
2 chronic cases failed to respond to 
this therapy. 


calcium deposits are often laid down in 
the affected areas. 

The diagnosis of bursitis is based upon 
both clinical and roentgengraphic evi- 
dence of an inflammatory process lo- 
cated adjacent to a joint. Clinically, the 
pain is localized around the area of ten- 
don insertions where it is known an- 
atomically that bursae are present. A 
history of trauma or a previous attack of 
bursitis is helpful. Pain is usually pres- 
ent when movement of the adjacent 
joint causes stress on the bursa, and this 
area is painful locally when the examin- 
ing finger exerts pressure directly upon 
it. Frequently, a spherical or fusiform 
mass can also be felt at this location, and 
it is painful when rolled under the 
examining finger. In a number of in- 
stances, especially in chronic bursitis, x- 
ray films confirm the diagnosis by dem- 
onstrating the presence of calcareous de- 
posits within the bursa. All of these 
criteria were used in making the diag- 
nosis of bursitis in the patients reported 
in this study. 

Of the several types of treatment used 
in the past, none except surgery has been 
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Table 1—Results Obtained by Other Authors 








in Trea 


as 
{verage no. {ver 
No. of No. of injection Total no, dose 
duthor Year cases bursa joints injections injec 
Gray et al! 1953 10 10 51 1-5 
Orbach*® 1953 14 14 1-5 20 
Ramsey* 1953 33 33 1-2 52 25 
Ballabio et al® 1953 8 3 1-2 5 25-3 
Young et al? 1954 25 23 l 23 12.5 
Orbach® 1952 8 8 1 (5 in 1 case) 12 
Sperling" 1955 26 26 5 78 
Kendall!” 1956 14 14 6 84 25-5 
Bilka™ 1952 2 i 1 3 
Weiss et al! 1954 16 16 2 32 25-5 
Petus 1954 2 2 25 
Henderson? 1953 15 15 l 17 12.5-3 
Robecchi* 1953 3 5 3-5 11 25-5 
Sacks!” 1955 12 12 1-2 18 25 
Hollander™ 1953 109 109 1 36 25 
ae 





successful within a short period of time. 
Therapeutic methods include rest by 
‘mmobilization, radiant heat, diathermy, 
ultrasonics, analgesics, needle puncture, 
irrigation, surgical removal, and x-ray 
therapy. 

Subsequent to the use of hydrocorti- 
sone acetate in arthritic joints, it was 
(ried in a number of patients with local 
tissue problems including bursitis. Con- 
trolled 
showed that it afforded a rapid and per- 
manent bursitis. Other investi- 
gators as well as practitioners did not 
consider their results as outstanding 
(table 1). These poor results were seen 
most often in the chronic cases or when 


studies by many investigators 


cure of 


only one or two injections were given 
at greater than seven-day intervals—us- 
ually in a small group of cases. As in- 
dicated in table 1, the best results were 
usually seen where the interval between 
injections was the shortest. 

The present study was undertaken to 
evaluate the effectiveness of persistent 
short-interval therapy with injectable 
hydrocortisone acetate. The efficacy of 
such therapy in restoring disabled in- 
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dividuals to full activity is illustrated 


by the following case history: 


In April 1955, a 61-year-old dentist con 
sulted the author because of pain and limi- 
tation of motion in his right shoulder. A 
diagnosis of subdeltoid bursitis had been 
made about six months previously, and the 
usual conservative types of therapy had been 
employed. Because the pain was never re- 
lieved, the patient had used the arm less 
and less. Over a period of several weeks, the 
shoulder motion had limited, the 
muscles of the arm and hand had atrophied, 
and trophic changes had taken place in the 
skin of the hand. He went for evaluation to 


become 


one of the largest clinics in the area because 
his business was suffering. As a result of this 
visit, he was given written advice stating in 
substance that this was a chronic problem 
which would persist and that he should 
learn to live with it. He finally had to refer 
all of his extractions to another dentist and 
accept a significant drop in personal income. 

Under our care, the patient was given 4 
injections of 50 mg. each of hydrocortisone 
acetate into the subdeltoid bursa at two-day 
intervals. He experienced dramatic relief 
only hours after the first injection, and, by 
the fourth, he was completely free of pain. 
A course of physical therapy was instituted 








Authors 





no, 


ons 


in Treatment of Bursitis with Hydrocortisone 








{verage 
dose mg. 
injection 


5-50 


25-50 


Interval 


Results in per cent 





between — = 
Excellent 











injections Good Fair Poor {verage remission 
50% 20% 30% 1 week-6 months 
1 week 100% Acute better than chronic 
1 week 51.5% 27.1% 21.4% No relief seen in chronics 
66.6% 33.4% 1 cure 30-60 days 
Single 87% 13% Cure or none 
100% Cure 
2 weeks 92% 8% 
1 week 71.5% 21.4% 7.1% Cure 
Single 33.3% 66.6% ] patient 25% better 
2-3 days Varying degrees of relief . 
50% 50% 
Single 80% 6.7% 6.7% 6.6% 9 days-16 weeks 
2-3 days 100% Cure 
1 week 100% Cure 
Single 27% 











which restored all function to the arm and 
hand, and, for the past two and a half years, 
he has been handling all the dental prob- 
lems which he had taken care 
attack of has 
turn of symptoms. 


of before his 


bursitis. There been no re- 


Method and Material 
Thirty-four patients with 38 episodes 
of bursitis were treated and studied. Of 
the 38 cases, 12 were in the acute phase 
and 26 in the chronic phase. The pa- 
tients with chronic cases had had their 
disease for one month to one year, and, 
in 13 instances, joint limitation, muscle 
atrophy, and some degree of disability 
were evident. 

The subdeltoid bursa was the most 
common offender and was involved 22 
times. Synovial bursae at the base of 
the thumb or index finger were involved 
5 times, the olecranon bursa 4 times, the 
trochanteric, plantar, and prepatellar 
bursae each 2 times, and a synovial bur- 
sa at the tip of an amputation stump 
once. 


The dosage levels of hydrocortisone 
acetate were 25, 50, and 75 mg. The in- 


jections were made directly into the af- 
fected bursa on Mondays, Wednesdays, 
Fridays, and the subsequent Monday or 
on Tuesdays, Thursdays, Saturdays, and 
the subsequent Tuesday, and so forth. 
Novocain, procaine, or cyclaine local 
anesthesia was used in all cases, and the 
subsequent elimination of pain was used 
as a guide to proper placement of the 
medication. 

In the acute bursitis group, 2 patients 
received | injection, five received 2 in- 
jections, four received 4 injections, and 
one received 5 injections. In the chronic 
bursitis group five received 1 injection, 
four received 2 injections, five received 
3 injections, and twelve received 4 in- 
jections. 

The decision concerning the number 
of injections to be given a_ particular 
bursa depended upon severity of symp- 
toms and how rapidly and completely 
all pain disappeared. 


Results 


Detailed results of the study are pre- 
sented in table 2. From an over-all stand- 
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Table 2 


Results Obtained by Author in Treatment of Bursitis with Hydrocortisone 





Case 
No. Patient 
] Ss. D 
2 F. M. 
3. M. C. 
4 B. I 
5 r.6; 
6 G. M. 
7 S. B 
8 a | 
9 A.H 
10 1A 
1! C. M. 
12 B 
13 C. M. 
14 S.G 
15 D, P 
16 dD. M 
17 iS. 
18 J. 8 
19 a. 4 
20 i. « 
| B. H 
ee A. H 
23. Tr. M. 
24 X, » 
25 F. F 
26 F. M. 
27 5.4% 
28. A. W. 
29. Ps i. 
30. iL. M. 
+1 R.N 
$2 D. J 
35 Cc. W. 
34. i A 


»g 


69 


M 


M 


M 


M 
M 


M 


Location of 
bursa 


Acute bursitis 


Plantar 

Right subdeltoid 
Right subdeltoid 
Left subdeltoid 
Left subdeltoid 


Left olecranon 
Plantar 

Left subdeltoid & 
Left prepatella 
Right prepatella 
Left subdeltoid 
Left subdeltoid 


Chronic bursitis 


Left subdeltoid 
Right subdeltoid 


Right subdeltoid & 
Left subdeltoid 


Synovial—base 
left thumb 


Right subdeltoid & 
Right trochanteric 
Left subdeltoid & 
Right subdeltoid 
Right subdeltoid 
Left olecranon 


Synovial—base 
right thumb 


Synovial—base 
left thumb 
Right subdeltoid 
Synovial—base 
right thumb 
Right trochanteric 
Left subdeltoid 
Right subdeltoid 
Synovial—tip 
amputated left femur 
Left subdeltoid 
Left olecranon 
Left olecranon 
Right subdeltoid 
Synovial—base 
right index finget 
Left subdeltoid 
Right subdeltoid 





No. Total 
of injec- dose 
tions (mg.) 
i 75 
2 75 
2 100 
5 $75 
2 75 
5 75 
i 150 
5 150 
l 50 
2 100 
2 200 
l 75 
2 75 
1 $00 
t 100 
1 100 
2 100 
4 200 
4 167 
3 75 
4 100 
4 200 
I 50 
1 0) 
l 25 
} 150 
I 
, 237 
4 200 
5 150 
4 200 
4 200 
$ 200 
9 
1 
2 50 
4 225 
4 140 





Cure 
Cure 
Cure 
Cure* 
Cure 
Cure 
Cure 
Cure? 
Cure 
Cure? 


Cure 


Cure 


Cure 


Cure 


Cure 


Cure 


Cure‘ 


Cure 


Cure 


Cure 


Cure 


Cure 


Cure? 


Cure 


Cure 


Cure 


Cure 


Cure 
Cure 
Cure 


Cure 


Cure 
Cure 
Cure” 
Excellent 


Cure 


Poor® 


Poor 


Length Recur- 
of re- rence of 
mission disease 
2 years & No 
4 months 

2 years & No 
3 months 

2 years & No 
2 months 

] year & No 
8 months 

] year & No 
8 months 

1 year No 
1 year No 
8 months No 
7 months No 
5 months No 
3 months No 
2 months No 
3 years No 
2 years & No 
10 months 

2 years & No 
6 months 

2 years & No 
6 months 

2 years & No 
5 months 

2 years & No 
4 months 

l year & No 
8 months 

2 years & No 
4 months 

2 years & No 
4 months 

2 years & No 
2 months 

] year & No 
5 months 

l year & No 
2 months 

1 year No 
1 year No 
9 months No 

No 

9 months No 
9 months No 
7 months No 
7 months No 
5 months No 
2 months No 
2 months Not 
2 months Yes 
2 months No 


None 
None 





a. Relief only after third injection. 
b. Fluid withdrawn. Post-traumatic. 
c. Calcified mass decreased 50 per cent in size. 


d. Expired after two months. 
e. Psychiatric problem. 











point, 35, or 92 per cent, of the cases of 
acute or chronic bursitis were cured, 
and there was no return of symptoms; 
excellent results were seen in one case, 
or 2.7 per cent, but symptoms returned 
after two months; and two, or 5.3 per 
cent, of the cases received slight benefit. 
All of the last 3 cases were in the chronic 
category. 

Following the elimination of pain, all 
joint mobility and muscle strength re- 
turned in those cases where it had been 
lacking. Four patients who had _ been 
immobilized were able to return to an 
active rehabilitation program. In one 
case, calcium deposits appeared to re- 
gress after treatment. 

Discussion 
The case history presented earlier is an 
example of the overly conservative atti- 
tude concerning the treatment of bursi- 
tis. The fact that this is a prevalent at- 
titude is attested to by the many patients 
with chronic bursitis who have been giv- 
en little hope for cure. Yet the rapid 
cure which can take place after the local 
instillation of hydrocortisone acetate has 
been documented by many authors.1-!2 
The failure of many to accept this as a 
successful mode of therapy is probably 
due to two factors. 

The first of these is that it is necessary 
to deposit the medication into the af- 
fected bursa because no relief of symp- 
toms can be expected otherwise. This 
requires some experience, and many in- 
dividuals who have tried the method on 
an occasional patient without success 
have probably missed the bursa. Al- 
though a curative dose can be as low as 
25 mg. in I cc. of vehicle, it is preferable 
during initial experiences to use 50 to 
75 mg. and disperse the suspension in a 
fan-shaped manner at several different 
levels near the bursal area to insure 


some of the medication entering the 
bursa. This usually will cause a tem- 
porary increase in local discomfort be- 








cause of the added trauma of tissue dis- 


tention, but this regresses within twenty- 
four hours, and the subsequent relief is 
significant. 

The second factor is lack of sufficient 
injections. Many failures which have 
been reported or which have been ex- 
perienced in private practice were con- 
sidered such after only one injection. If 
it is assumed that the medication was 
accurately placed, lasting relief from one 
injection should not be anticipated in 
all or most of the cases. The number of 
injections needed depends upon a num- 
ber of variables, such as size of the bursa, 
severity of the disease, duration of the 
disease, and secondary complications 
which are present. Although some _ pa- 
tients are cured by one injection, this 
should not be expected to be the rule 
any more than some infections should 
be expected to respond to one dose of an 
antibiotic. The bursa should be treated 
at short intervals until all symptoms are 
relieved, at which time an additional 
injection should be given in most cases. 
In the majority of instances, some relief 
will be noted within after the 
first injection, and subsequent injections 
rapidly eliminate the remaining symp- 
toms. In only one instance have we seen 
a successfully treated patient who re- 
ceived no relief until the third injection. 
He had a severe case of acute subdeltoid 
bursitis which required a total of 5 in- 
jections for cure. 


hours 


Two of the women in this series of 
patients had poor results. The reasons 
for these failures are not specifically ap- 
parent, but over a number of years one 
of these women has been known to deny 
any relief from most therapies directed 
toward her difficulties which were cur- 
rent at the moment. The.other woman, 
who had a history of hospitalization for 
mental disease, admitted that she had 
experienced relief of symptoms until her 
third injection was inadvertently de- 
layed. She then became emotionally up- 
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set, antagonistic, and refused further 


treatment. 

The accurate placement of adequate 
amounts of hydrocortisone repeated at 
two-day intervals as necessary, offers ra- 
pid and permanent relief of symptoms 
to the vast majority of patients afflicted 


with bursitis. This relief from pain also 
makes it possible to remobilize joints 
limited in varied degree by secondary 
tendon and ligament fibrosis. 


The hydrocortisone acetate suspension used in 
this study was supplied by Merck Sharp and 
Dohme, Rahway, New Jersey. 
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Evaluation of a medical admission ward 


for old patients in a psychiatric hospital 


FRED T. DARVILL, JR., M.D., and 
CHARLES H. JONES, M.D. 


SEDRO-WOOLLEY, WASHINGTON 


@ It has long been known that the chief 
problems of psychotic senile individuals 
admitted to a psychiatric hospital are 
more medical than psychiatric as far as 
the treatable aspects of such problems 
are concerned. In the absence of any ef- 
fective psychiatric treatment for chronic 
brain syndrome due to senility or cerebral 
arteriosclerosis, general improvement of 
any medical conditions present, particu- 
larly cardiovascular and nutritional 
problems, is the only available and prac- 
tical therapy.t 

For these reasons it was decided to 
institute at Northern State Hospital, 
Washington, a state-supported general 
psychiatric hospital, a geriatric admis- 
sion ward staffed by an internist. The 
responsibility of this ward would be to 
admit all male patients 60 years of age 
and older and to give them a thorough 
medical examination before their dis- 
position elsewhere. Such disposition 
would preferably return the patient to 
home or community or transfer him to a 
nursing home; however, other transfer 
procedures might be to a chronic cus- 
todial ward, an ambulatory medical 
ward, or the hospital ward if medical- 
ly ill. 
FRED T. DARVILL is chief of the medical service 
and CHARLES H. JONES is superintendent of North- 
ern State Hospital, Sedro-Woolley, Washington. 
Dr. Darvill is associated with the Department 
of Medicine and Dr. Jones with the Department 
of Psychiatry at the University of Washington 
School of Medicine, Seattle. 





The advantages of establishing a geri- 
atric medical admission ward in a 
psychiatric hospital are outlined. The 
course of the first 100 patients so ad- 
mitted is evaluated and compared to 
that of the previous 100 patients ad- 
mitted to the general psychiatric 
floors before the establishment of the 


new ward. 


This unit began functioning on July 
10, 1956. By August 26, 1957, 100 com- 
mitted patients had been admitted to 
this floor and evaluated. The purpose of 
this paper will be to report on the efh- 
ciency of dealing with geriatric patients 
in this manner and on the physical con- 
dition and disposition of the first 100 pa- 
tients so admitted. A comparison will be 
made with the previous 100 male patients 
60 years and older admitted between 
September 30, 1955, and July 9, 1956, to 
the general psychiatric admitting floor. 


Method 


As noted above, all male patients 60 
years of age and older were assigned to 
the medical admission ward for geriatric 
patiénts. Every patient so admitted was 
subjected to the following schedule: 

e A complete history was obtained from 


the patient, if possible, or from the com- 
mitment papers and interested relatives. 


@ A complete physical examination was 
performed. 
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@ Routine laboratory determinations, 
including white count, hematocrit, urin- 
alysis, serology, and blood urea nitrogen, 
were obtained. A 14x17 chest x-ray and 


done on all 
patients. A lumbar puncture and evalua- 
tion of the spinal fluid were done if clini- 
cally indicated, as were any other indi- 


electrocardiogram were 


cated diagnostic studies or procedures. 


@ Patients were retained on the admis- 
sion floor for approximately two months, 
during which time the medical evalua- 
tion was completed and the initial ob- 
servations were made. 


@ Psychiatric consultations were ob- 
tained if there was any doubt in the 
mind of the attending internist that the 
mental diagnosis was chronic brain syn- 
drome caused by cerebral arteriosclerosis 
or senility. 


@ Psychiatric treatment in the begin- 
ning was given directly on the floor by 
the consulting psychiatrist, but later 
those patients in need of treatment were 
transferred directly to a receiving ward 
or, preferably, to the treatment psychiat- 
ric ward. 


@ On the conclusion of their evaluation, 
patients were transferred to a chronic 
ward or to an ambulatory medical ward, 
or else were sent to a nursing home or 
returned to the community; the latter 
two were the preferential choices if 
practical. Hospital ward transfer or trans- 
fer to a treatment psychiatric ward was 
made at any time if indicated during 
the evaluation. 


Results 


From July 10, 1956, to August 26, 1957, 
100 patients, ranging in age from 60 
to 91 years, were admitted to this serv- 
ice. Table 1 shows the diagnosis on the 
commitment papers, the admission men- 
tal diagnosis, and the final mental diag- 
after evaluation. It can be seen 
that the largest number of diagnoses were 


nosis 
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those of chronic brain syndrome due to 
cerebral arteriosclerosis, or chronic brain 
syndrome due to senility. Eighty-one pa- 
tients were considered to be primarily 
medical patients, and 19 were classified 
as primarily psychiatric (see table 1). 
Table 2 notes the 25 most frequent phy- 
sical diagnoses that were made during 
the initial evaluation. Ninety-nine dif- 
ferent physical diagnoses were made in 
all. 

Psychiatric consultation was obtained 
for 32 patients as aid in diagnosis or for 
assistance with treatment. 

Twenty-six patients required hospital- 
ization for acute physical diseases durin 
the admission evaluation. Table 
notes the diagnoses of those requiring 
hospitalization. At the conclusion of the 
two-month evaluation period, 16 patients 
had died, 8 were transferred to nurs- 
ing homes, 10 were discharged home, 
13 patients were sent to a psychiatric 
treatment ward, and 53 patients were 
transferred to a chronic geriatric ward. 
By December 1957, eighteen months 
after the ward was opened, and four 
months after the admission of the last 
patient, the following statistics were ob- 
tained on the disposition of the patients 
admitted: 36 patients were dead, 11 pa- 
tients were in nursing homes, 13 patients 
were home, and 40 patients remained 
in the hospital, 9 on the psychiatric 
ward and 31 on the geriatric wards 
(table 4). 

Table 5 lists the duration of hospital- 
ization and the causes of death of the 36 
patients who died in the eighteen months 
after the geriatric ward was opened. 
Some of the patients died outside the 
hospital; the exact determination of the 
cause of death in these situations was 
not possible. 


o 
5 
3 


Discussion 
The medical admission ward for geri- 
atric patients at Northern State Hospital 
served a practical and definite purpose. 

















TABLE | 





MENTAL DIAGNOSES 





Diagnosis on commitment papers 
Chronic brain syndrome due to senility 
Chronic brain syndrome due to cerebral arteriosclerosis 
Senile psychosis 
Senile dementia 
Involutional melancholia 
Senility 
Miscellaneous diagnoses 


No diagnosis 


Admission diagnosis 
Chronic brain syndrome due to cerebral arteriosclerosis 
Chronic brain syndrome due to senility 
Manic-depressive psychosis 
Involutional depression 
Miscellaneous diagnoses 


Without psychosis 


Final diagnosis 

Primarily psychiatric: 

Manic-depressive psychosis 

Involutional psychotic reaction 

Acute and chronic brain syndrome from alcohol 

Paranoid state 

Acute brain syndrome, unknown etiology 

Chronic brain syndrome, from alcohol 


Schizophrenic reaction, paranoid type 


Primarily medical: 
Chronic brain syndrome due to cerebral arteriosclerosis 
Chronic brain syndrome due to senility 
Acute brain syndrome due to circulatory disturbance 
Chronic brain syndrome due to central nervous system |ues 


Chronic brain syndrome due to circulatory 
disturbance (rheumatic heart disease; arteriosclerotic 
heart disease with auricular fibrillation) 


Acute brain syndrome due to staphylococcal meningitis 


~I 


9 
] 
100 
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100 — 


19 


100 
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COMMON DIAGNOSES MADE 


TABLE 2 





DURING INITIAL EVALUATION 





Physical diagnoses 


Generalized arteriosclerosis 
Arteriosclerotic heart disease 
Benign prostatic hypertrophy 
Inguinal hernias 
Malnutrition 
Cerebrovascular accidents 
Essential hypertension 
Pulmonary emphysema 
Obesity 

Osteoarthritis 

Cataracts 

Varicose veins 

Hypertensive heart disease 
Arteriosclerotic endarteritis, legs 
Parkinson’s disease 

Urinary tract infection 
Myocardial infarction, old 
Grand mal epilepsy 
Bronchopneumonia 
Hydrocele 

Pernicious anemia 

Decubiti 

Fractures, old 

Stasis edema 


Hemorrhoids 


Number of 
patients 
38 
33 








It allowed patients whose age indicated 
that their primary problems would be 
physical disease rather than treatable 
mental disease to be cared for by a phy- 
sician oriented toward physical disease. 
In this way the psychiatrist is relieved of 
the burden of caring for these patients, 
and can use his time treating younger 
patients with better psychiatric prog- 
noses. In addition, elderly patients with 
physical disease have been benefited by 
attentive physical care. Adequate psy- 
chiatric attention on a consultive basis 
has been available for those patients 
with nonsenile mental As far 
as is known, no patient in this series for 
whom indicated 


illnesses. 


psychiatric care was 


failed to receive it. 
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The disposition of these 100 patients 
was compared to that of the previous 
100 male patients of a similar age range 
(60 to 90) admitted to the psychiatric 
admission ward before the medical 
admission ward was set up. There was 
no significant difference in mortality be- 
tween the two groups after two and after 
eighteen months of hospitalization. 
Twenty-four patients had left the hos- 
pital from the geriatric ward at eighteen 
months in comparison to 19 from the 
psychiatric admission ward. The sig- 
nificant changes are noted in the two- 
month figures; at that time, 18 patients 
from the geriatric ward had been dis- 
charged from the hospital to nursing 


homes or to their own homes in com- 



























































TABLE 3 


DISEASES REQUIRING HOSPITALIZATION DURING EV 


/ALUATION* 





Disease 


Pneumonia (pneumonitis) 

Urinary tract infection 

Puberculosis work-up 

lhrombophlebitis 

Myocardial infarction 

Staphylococcal meningitis 

Miliary tuberculosis 

Jaundice, no diagnosis 

Pelvic fracture and fever 

Acute parotitis 

Congestive heart failure 

Uremia 

Cerebral ischemia 

Massive cerebrovascular accident 

Fever, undetermined etiology 

Carbuncles 

Fever due to infection olecranon bursa; multiple 
abscesses; prostatectomy 


*Some patients had two or more diseases. 


TABLE 4 


DISPOSITION OF THE 100 GERIATRIC WARD ADMISSIONS 


100 PSYCHIATRIC WARD ADMISSIONS 


COMPARED WITH 


Number of 
patients 


12 





\fter two months hospitalization: 

Still in hospital 

(1) Geriatric ward 

(2) Psychiatric ward 
Discharged to nursing home 
Discharged home 
Died 
Pransferred to another mental hospital 
Referred back to court jurisdiction 


Eighteen months after admission of first patie 
Stull in hospital - 
(1) Geriatric ward 
(2) Psychiatric ward 
Discharged to nursing home 
Discharged home 
Died 
Transferred to another mental hospital 
Referred back to court jurisdiction 


Geriatric 
admission 
ward 


100 


ent of series: 


31 
9 
11 
13 
36 
0 
0 


100 
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Psychiatric 
admission 
ward 





TABLE 5 


DEATH STATISTICS 








Cause of death 


Staphylococcal meningitis 

Pneumonia; cerebrovascular accident 
Unknown 

Arteriosclerotic heart disease 

Unknown 

Bronchopneumonia; urinary tract infection 
Massive venous thrombosis, right leg 


Fever of unknown origin; cerebro 
vascular accident; decubiti 


Pneumonia 

Acute pyelonephritis 

Miliary tuberculosis 
Bronchopneumonia; hip fracture 
Postoperative pulmonary embolus 
Pneumonia 

Pulmonary embolus 

Myocardial infarction 


Fever, unknown origin; cellulitis 
right hand and forearm 


sronchopneumonia; thrombophlebitis 


Recurrent pneumonia; genito 
urinary infection 


Arteriosclerotic heart disease, 
decompensated 


Bronchopneumonia; congestive heart 
failure 


Bronchopneumonia; cardiac 
decompensation 


sronchopneumonia 

Uremia; myocardial infarction 
Bronchopneumonia 

Rupture of abdominal aneurysm 
Cerebral ischemia, generalized 
Cerebrovascular accident; pyelonephritis 
Lobar pneumonia 


Probable myocardial infarction, 
secondary to insulin reaction 


Cerebrovascular accident, massive 
Adenocarcinoma of liver (primary) 
Bronchopneumonia 
Bronchopneumonia 

Staphylococcal septicemia 


Probable myocardial infarction 





Days 
hospitalized 


29 
215 
60 
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parison to only 2 patients from the psy- 
chiatric admission ward (table 4). 

It is evident that attentive physical 
care during the first two months of hos- 
pitalization did not influence the mor- 
tality rates. However, it may well have 
played a part in the significantly higher 
discharge rate noted after two months of 
hospitalization. In addition, the more 
attentive supervision may have brought 
patients potentially dischargeable to at- 
tention sooner than was possible on the 
psychiatric admission ward. Probably 
the higher figures after two months can 
be explained on the basis of a combina- 
tion of these two situations. 

It will be noted in table 4 that, al- 
though 19 patients were classified as 
having primarily psychiatric illnesses, 
only 13 were placed on a_ psychiatric 


on a geriatric rather than on a psychiat- 
ric treatment ward. 

There were numerous administrative 
problems involved in setting up this 
type of service. A whole new set of ward 
routines had to be established, and the 
nursing and attendant staffs had to be 
trained in these procedures. Approxi- 
mately six months were necessary before 
the staffs were able to accommodate 
themselves to managing a medical ward. 

In conclusion, it seems evident that 
this form of administration for geriat- 
ric psychotic patients has many practical 
and long-lasting benefits. It allows 
prompt treatment of existing medical 
conditions, equally prompt diagnosis of 
psychiatric conditions requiring _ psy- 
chiatric treatment, improved disposition 
of patients, and other important bene- 





treatment ward. Three of the 6 patients _ fits. 
so noted were treated on the geriatric 
admission ward early in the course of its 
establishment; the psychiatric illnesses 1. 
of the other 3 patients were best handled 
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THE NUMBER OF PEOPLE AGED 65 OR OVER IN THE UNITED STATES rose 
from 9 million to approximately 14.4 million during the period from 
the 1940 census to mid-1956, and their ratio to the total population in- 
creased from 6.8 to 8.6 per cent. While each state has experienced a 
rise in its old-age population, the rate of increase has varied con- 
siderably from one state to another. In only Maine, New Hampshire, 
Vermont, and Iowa was the increase less than 35 per cent during this 
sixteen-year period. Dramatic rises were noted in California, Arizona, 
and Florida. 

In 11 states, the elders comprised 10 per cent or more of the total 
population in 1956. Heading the list were Vermont, Iowa, and New 
Hampshire. Despite their rapid increase in California, older people 
constituted only 8.3 per cent of the total population in the state—a 
smaller proportion than that for the country as a whole. 

More than 5 million may be added to the old-age population by 
1970, although the rate of increase will not be as rapid as it had been 
between 1940 and 1956. According to present indications, 19 states 
and the District of Columbia will then have more than 10 per cent 
of their population in the old-age category. 


More elders in our population, Statist. Bull. Metrop. Life Insur, Co. 39: 4-6, 1958. 
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The Rhode Island program 


One state’s activities in the field of aging 


MARY C. MULVEY 


PROVIDENCE, RHODE ISLAND 


@ Rhode Island has been active in the 
field of aging almost from the first in- 
troduction of a formal program in any 
of the states. In 1951, Governor Dennis 
J. Roberts appointed a study commis- 
sion to survey the problems of the aged 
in the state. In 1953, out of the recom- 
mendations of this study, came the ap- 
pointment by the governor of our pres- 
ent Rhode Island Committee on Aging, 
which was given statutory authorization 
by the Rhode Island General Assembly 
in April 1954. 

We are a 16-member committee, com- 
posed of lay persons and directors of 
state and other public and private agen- 
cies whose services may be extended to 
the aging. We are equipped with salaried 
staff and clerical assistance, and are fi- 
nanced by the Department of Social 
Welfare. Our assignment is to stimulate 
action and promote coordination of ac- 
tivities related to the welfare of the ag- 
ing, to call together and effect closer 
correlations of activities throughout the 
state of public and private agencies, to 
plan joint projects, and to discuss poli- 
cies and practices of mutual concern. 


Areas of Service 
To demonstrate our role as a catalytic 
agent in the service of the aging, our 
blueprint for a statewide program in the 
four broad areas of economics, housing, 


MARY C. MULVEY is chairman of the Rhode Is- 
land Committee on Aging. 
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This article discusses the structure, 
objectives, and accomplishments of 
one state’s program for the aging in 
the fields of health, housing, income, 
employment, education, and recrea- 
tion. Criteria are presented for effec- 
tive administration of state programs 
which are also adaptable to local 
needs. 


health, and leisure-time activities is brief- 
ly described below. It is a framework 
for broad policy formation, for compre- 
hensive coordinated planning and action 
by operating state agencies, and for in- 
volving other public and private agen- 
cies. Many other states are using this 
framework and are finding it useful be- 
cause of its schematic design and sound 
basic principles. For this reason I pass 
it on to you, aware that it is subject to 
adaptation and modification in accord- 
ance with particular requirements and 
stages of progress within respective states 
and communities. 

ECONOMICS 

The degree and kinds of services and 
needs in the economic area involve a 
variety of considerations. In the employ- 
ment area, the Rhode Island Depart- 
ment of Employment Security has es- 
tablished a special job guidance and 
employment center for counselling and 
placement of older and retired workers. 
One of the first public employment agen- 
cies in the country to establish such a 
service, it is enjoying a relatively high 














degree of success in placing older work- 
ers in regular employment. The State 
Employment Service is also working with 
employers, unions, and others to im- 
prove employment opportunities and to 
analyze hiring and retiring practices. A 
major aim is to effect flexibility in re- 
tirement policy by evaluating workers 
on the basis of skill rather than chrono- 
logical age. The 1956 Rhode Island Gen- 
eral Assembly’s Enactment of the law 
to prohibit discrimination against hir- 
ing persons 45 to 65 years old on ac- 
count of their age is another plus in im- 
proving their older worker’s job situa- 
tion. 

At the local level, a successful experi- 
ment was conducted by the Providence 
School Department, in cooperation with 
the State Employment Service and our 
committee, in which older persons were 
trained in basic skills to enable them to 
obtain employment. Originally the pro- 
gram was confined to the training of 
older women in typing, stenography, and 
other clerical skills, but later was ex- 
panded to other courses. In March 1956, 
the Providence School Committee passed 
a resolution which opened the doors of 
all its high schools for daytime instruc- 
tion to adult residents of Providence, 
free of charge. These “students” may at- 
tend for cultural, vocational, or other 
purposes of their own choosing, the 
only requirement being that they must 
be given a grade for the course along 
with the regular students. Several older 
people are taking advantage of this op- 
portunity. 

A special work project conducted by 
the Volunteers of America is an on-the- 
job-training program for retired workers 
in skills such as furniture refinishing, 
with the objective of placing these work- 
ers in regular industry after completion 
of their training. The State Employment 
Service is cooperating in screening, re- 
ferring, and placing the trainees. 

In 1957, the Rhode Island General As- 








sembly enacted a law allowing up to fifty 
days of substitute teaching in any one 
school year by retired teachers in the 
public schools of Rhode Island without 
affecting retirement benefits. 

In addition, we are continually try- 
ing to improve the income situation by 
means other than employment for our 
senior citizens. 


HOUSING 


In the area of public housing, the 
executive secretary of the Providence 
Housing Authority has made available 
a complete building of 120 three-room 
apartments for senior citizens in the 
Hartford Park Development. The en- 
tire first floor of this building has been 
equipped as a recreation center by the 
residents. In cooperation with the Provi- 
dence Recreation Department, the Chad 
Brown and Admiral Terrace Housing 
Projects have active Golden Age Clubs. 
Already over 25 per cent of all the pub- 
lic housing units in Providence are oc- 
cupied by over-60 citizens of low income. 

With recent authorization of the Pro- 
vidence City Council, the Providence 
Housing Authority is planning the con- 
struction of 180 public housing units 
for single persons 65 years of age and 
over whose annual income is less than 
$2,800.00. Providence itself has about 
4,000 older persons living alone. 
HEALTH 
The Subcommittee on Geriatrics of the 
Rhode Island Committee on Aging has 
cooperated with professional associations 
and institutions for the development of 
the following types of service: geriatric 
clinics in general hospitals, programs of 
care for convalescents and the chron- 
ically ill, social and physical rehabilita- 
tion technics, and adequate medical 
services which are available to all regard- 
less of inadequate income. 

At the state level, a new, scientifically- 
designed, 313-bed geriatric hospital has 
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been completed and is now offering in- 
tense psychiatric treatment to mentally 
ill. older women. Another similar facili- 
ty for older men is being constructed, 
which will also include a rehabilitation 
center, financed in part by a federal 
erant of $72,000 under the Wolverton 
Amendment to the Hill-Burton Act. 

An interesting development is taking 
place at Our Lady of Fatima Hospital 
in North Providence. It is aimed to pro- 
vide an intensive outpatient program for 
the rehabilitation of ‘disability freeze” 
workers and other older persons who are 
chronically ill or disabled. This is how 
it works: 

The rehabilitation division se- 
lects ‘‘disability freeze’’ workers and 
other older persons adjudged eligible 
for the division’s program and arranges 
for social interviews and medical exami- 
nations. The interviews note in detail 
the patient’s social history, his under- 
standing of the implications of his ill- 
ness and need for clinic services, indica- 
tions of emotional instability, concern 
for spiritual values, educational back- 
ground and past employment, nutrition, 
and need for recreational program. A 
team meeting appraises the material on 
each patient; a clinic visit is scheduled 
and the patient is available for examina- 
tion and interviews by members of the 
team. Following evaluation, special pro- 


state 


grams best suited to the patient are pre- 
scribed according to services provided 
by the state rehabilitation division, the 
hospital, and such other community re- 
sources. Physical therapy and occupa- 
tional therapy schedules are arranged. A 
health education officer, social worker, 
nutritionist, and other team members 
work with the patient on visits to the 
hospital. Follow-up on progress is made 
by the rehabilitation counselor and em- 
ployment specialist. 

A new system of admitting patients 
who are receiving old age assistance to 
nursing, rest, and convalescent homes 
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has been adopted by the Old Age As- 
sistance Division of the State Depart- 
ment of Public Welfare. An improved 
method of screening applicants for ad- 
mission to these three kinds of homes 
has been instituted as a result of the 
addition to the division’s medical staff 
of a clinical consultant on convalescent, 
nursing, and rest homes. Detailed reports 
on applicants from attending physicians 
and other professional experts will make 
possible, it is believed, a more precise 
evaluation of the aged for treatment and 
care. The patients’ capacity for rehabili- 
tation to self-care can be effectively con- 
sidered under the new program. 

Thus, for the first time in this state, 
the decision on assignments to homes 
will be made by the medical department 
of the division, instead of on the basis 
of the recommendation of only the at- 
tending physician and the social worker. 

A periodic review of a patient’s pro- 
gress and development will be made by 
the medical department of the division 
so that facilities for the aged will be 
most effectively used. In this way, nurs- 
ing homes will be available to applicants 
with more acute needs, and patients 
whose needs may be only temporary, can 
be moved, as they improve, to conva- 
lescent homes, and, eventually, if re- 
stored to self-care, to rest homes and 
homes for the aged. The new medical 
reports required for admission will list 
not only the condition for which the 
attending physician is recommending 
nursing-home care, but will also include 
a full medical study of other ailments 
the patient might have that are as yet 
not: too acute. 

RECREATION AND EDUCATION 

This is an area which has great potential 
for service to those thousands of people 
who have little money and a lot of lei- 
sure time. Because of the smaller outlay 


of money involved in establishing Gold- 
en Age Clubs and extending adult edu- 

















cation classes to the aging compared to 
housing or medical care, for example, 
projects in this area are rather abundant. 
Here we find the senior citizens them- 
selves participating in planning, launch- 
ing, and directing the projects. In this 
way the needs are identified in terms of 
local values, and by those who can best 
identify and understand those needs. 
Thus the block that usually causes fail- 
ure is avoided, namely, the mistake of 
planning for a group instead of with the 
group concerned. 

At the local level, the Providence Rec- 
reation Department has established a 
Day Center for Senior Citizens. Daily 
activities consist of instruction in arts 
and crafts, music, dancing, card games, 
chess, pool, adult education classes, 
among others. A lunch is served daily, 
free of charge. Furthermore, the recrea- 
tion department bus gives free trans- 
portation for groups to and from the 
Center from all over the state. Inciden- 
tally, there are 26 organized Golden Age 
Clubs in Rhode Island, some of which 
our Committee helped to establish. 

Our committee has also sponsored, 
prepared, and delivered a series of nine 
TV lectures entitled “Education for Lat- 
er Maturity,” on Operation Schoolhouse, 
WJAR-TV, which proved to be a tre- 
mendous success both from a popularity 
and service standpoint. 

OTHER PROJECTS 

The limitations of the size of this paper 
have prevented the coverage of all the 
projects which we have attempted and 
succeeded in putting into effect. While 
it seemed desirable, from a general in- 
terest standpoint, to emphasize methods 
and procedure and keep specific pro- 
jects at a minimum, we may mention a 
few which seem to have popular appeal 
and contribute to the molding of public 
opinion in sympathy with the whole 
program. Some of these are: the annual 
Sunday-in-the-Park for Golden Agers, 








Senior Citizens Month in May, Home- 
Aide Training Project, Arts for Fun 
classes by Rhode Island School of De- 
sign, Work Project for Nickerson House 
Handicapped Golden Agers provided by 
the State Vocational Rehabilitation De- 
partment, an institute at the University 
of Rhode Island and various kinds of 
volunteer services. 

A major objective is to set up local 
committees on aging in all towns and 
communities in the state. To date, prac- 
tically all the projects have been set up 
in Providence. Since commission head- 
quarters are located in Providence, we 
worked directly with heads of the mu- 
nicipal departments, without the formal- 
ity of setting up a local committee. In 
other communities, however, the objec- 
tive is to set up committees, patterned 
after and working in partnership with 
the state committee. 

The South Kingstown Committee on 
Aging, the first one to be established by 
us, has for chairman a professor of the 
University of Rhode Island and_ has 
been active for three years. A unique 
feature is the participation in committee 
membership and activities of a group of 
collegiates, the Phi chapter of Sigma 
Kappa Sorority, whose top priority pro- 
ject at the national level is gerontology. 
These girls visit nursing homes, provide 
the patients with material for making 
pot holders, belts, decorated jars, scissors 
holders, and shell jewelry. They send 
birthday cards, pay for TV repairs, and 
render other services. Last year the Phi 
chapter won top national award in the 
sorority’s philanthropic program. At 
present they are working with the town 
committee on a publication dealing with 
home accidents encountered by older 
people. It is our hope to have a network 
of such committees functioning through- 
out the state. 

A highlight of the year’s activities was 
a visit by a team from the United States 
Department of Health, Education, and 
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Welfare on October 1957, to evaluate the 
state’s programs for the aging. At the 
request of the Rhode Island Committee 
on Aging, Governor Roberts invited Mr. 
William C. Fitch, Director, Special Stafl 
on Aging, of the Department of HEW to 
head a study team to make a qualitative 
evaluation of the state’s programs for the 
aging. The survey was made and as a 
result, the 1958 Rhode Island General 
Assembly enacted into law a bill spon- 
sored by Governor Roberts to create a 
division on aging in the executive de- 
partment of the state government, with 
ample provision for an operating budget 
and adequate staff. 


Discussion 


Despite the somewhat parochial ap- 
proach of using Rhode Island as a case 
in point, a variety of types of problems 
and procedures have been demonstrated. 
We present no definitive or rigid an- 
swers to the questions raised, since this 
has been prepared at a relatively early 
stage of our own experience. Whatever 
we have presented of value in this paper 
will be more efficiently and quickly 
brought to a higher stage of maturity, if 
other state commissions have an oppor- 
tunity to share in the knowledge of the 
procedures, the use of the products, and 
participate in the development of better 
methods. 
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State commissions of today are able 
to build upon a foundation of public 
interest and support for the aging to a 
stronger degree than at any other time. 
State committees can move ahead as- 
sisted by a public confidence in the need 
for promoting services for the aging; 
they have increased their own conscious- 
ness of the need and value of combining 
their resources through local community 
committees, through conferences, and 
through resources at every level, both 
private and governmental. These are 
elements of strength which give promise 
of increased effectiveness. 

Though planning and promotion must 
necessarily bulk large in the thinking 
of forward-looking commissions, it is not 
an end in itself. It is part of a total on- 
going process which has as its goal the 
improvement of living, and involves not 
only the subcommittees in the four areas 
of health, housing, income, and leisure 
time, but the entire Committee and its 
staff, participating under dynamic lead- 
ership and with unquestioned prestige, 
and bolstered by the help of expert con- 
sultants and civic leaders in the improve- 
ment of the total program. 
idapted from the paper “How Can State Com- 
missions and Committees on the Aging Be Used 
to Organize Better Services to Older Citizens?” 
presented at the 84th Annual Forum, National 


Conference on Social Welfare, May 20, 1957, 


Philadelphia. 




















from 1948 to 1958 


Geriatric development in Great Britain 


BARBARA E. SHENFIELD 


LONDON, ENGLAND 


@ During the last decade in Great Bri- 
tain, the community’s concern for its 
older members has evolved through 
three phases, and current trends in so- 
cial policies for old age can only be un- 
derstood as the stages through which 
they have developed are understood. 

The Aging as a National Problem 
At first, there was a general recognition 
that the aged had become the new poor 
in the postwar period, and an uneasy 
awareness of their growing numbers and 
the heavy cost of meeting their require- 
ments. Emphasis tended to be placed 
upon the so-called “burden” of the el- 
derly, which was demonstrated by some- 
what gloomy population predictions and 
forecasts about the apparently unlimited 
“medicated survival” of elderly persons. 
Although the need for welfare services, 
both in cash and kind, was accepted as 
an ineluctable social obligation, any gen- 
erous impulses in dealing with the elder- 
ly were inhibited by economic considera- 
tions. For example, the cost of making 
even the most modest addition to week- 
ly pensions seemed alarming in view of 
the numbers of beneficiaries and the 
further increase likely to be expected 
among them. 

Thus, although social security bene- 
fits in the form of insurance and assist- 
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In Britain as elsewhere, our greatest 
obligation to the aged is to reassert 
that old people have a right to be old 
in our society and that they have a 
distinctive, complementary role to 
play alongside younger people. The 
definition of this role in our indus- 
trialized, mobile society is the most 
challenging gerontologic problem 
that confronts us. 


ance payments, the latter geared to an 
income test, have been increased several 
times since 1948 to mitigate belatedly 
the rising cost of living, the improve- 
ments have been very limited. Old per- 
sons have had the lowest incomes in the 
community, and more than a quarter 
of pensioners had such scanty resources 
that they were entitled to public assist- 
ance. 

However, the financial anxieties ol 
the elderly were in part offset by the de- 
velopment of many special state and 
voluntary welfare services. Both existing 
social agencies and newly created ones 
expanded services for individual old 
people and for groups of older clients. 
Old People’s Welfare Committees sprang 
up all over the country, and these and 
other voluntary bodies began to provide 
old people’s homes, housing designed 
specially for older people, clubs, mobile 
meal service, friendly visiting, and gen- 
eral counseling for old people. In medi- 
cine, a new _ specialty—geriatrics—ap- 
peared, and, as the inadequacy of hos- 
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pital care for the elderly was exposed, 
geriatric units and other special arrange- 
ments were created to improve and co- 
ordinate medical care for the elderly. 

In the years immediately following 
World War II, the results of research 
and the daily experience of social work- 
ers indicated that there were many ur- 
gent problems to be met among poor, 
sick, and lonely old people. A period of 
intense activity followed as social and 
medical services strove to meet these 
needs. Although many gains were made, 
they were rarely based on any coherent 
planning of resources or even on a care- 
ful diagnosis of the total pattern of 
need; older people were dealt with as 
pensioners, as patients or inmates of 
homes, or as club members, and, some- 
times, there was no one to deal with 
them as people and as members of a 
family. 


The Individual’s Need to Belong 
From the experience gained in offering 
services, a better understanding of the 
needs of the aged emerged. This led us 
into the second phase of development— 
the realization that the paramount need 
of every older person is to be an inte- 
grated part of his family, group, and 
society. Special services for old people 
which fail to this 
self-defeating. 


start from basis are 
We that, 
while older people have some needs pe- 
culiar to their years, it is better to try 
to meet these in a familiar setting than 
in a special center, and that it is pre- 
ferable to adapt 


have learned 


existing community 
services to old people’s needs rather than 
to categorize the old by separating out 
too many services specifically for them. 

In practical terms, this means. start- 
ing from the assumption, amply demon- 
strated in Great Britain by many in- 
quiries, that almost all older people want 
to stay in their own homes if they can 
have one, and that everything should 
be done to preserve their independence 
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in their homes and their 
families. 

To this end there has been an imagin- 
ative development of domiciliary serv- 
ices. For the lonely and housebound, 
there are mobile meals; traveling li- 
braries; and personal services of trans- 
port, shopping, and visiting. For the 
temporarily or chronically ill and for 
the mildly confused, there are available 
home nursing service, night attendance, 
domestic help, physiotherapy at home 
and in hospital out-patient departments, 
aids for the disabled, and day hospitals. 
In short, services are taken to old people 
in their own homes, and families are 
helped wherever possible to give suit- 
able care to their elderly relatives. 

If an elderly patient can be nursed at 
home, there are many ways of helping 
those who have responsibility for his 
care. Linen may be loaned, or the cost 
of laundry met for incontinent patients. 
Admission of the patient to a hospital 
bed or a holiday home for a short stay 
can give relatives a relief from constant 
care and an opportunity to take a holi- 
day themselves. 


own near 


Where an elderly patient is recom- 
mended for hospital admission, the hos- 
pital medical staff and medicosocial 
workers can visit the home and ascertain 
the urgency of need. The knowledge of 
home conditions thus gained is valuable 
in relation to the patient’s treatment, if 
he is admitted, and especially to plans 
for his subsequent discharge home. Every 
attempt is made to avoid the accumula- 
tion of elderly patients who occupy hos- 
pital beds for social rather than medi- 
cal reasons. 

One way of achieving this objective 
has been found in the creation of “‘half- 
way” homes. An elderly patient who no 
longer needs constant bedside nursing, 
but is not yet fit to return home without 
a period of convalescence, can vacate 
a scarce and expensive hospital bed 
and enter the half-way home where he 

















can adjust with minimal nursing care to 
the demands of independent living. In 
all these arrangements, the aim is to 
keep the patient in his own bed where- 
ever practicable. He is taken to the hos- 
pital only if he needs treatment which 
is unobtainable outside a hospital set- 
ting, and he stays there no longer than 
is absolutely necessary for his recovery. 

To keep as many old people as _pos- 
sible at home and to reduce hospital and 
institution care to a minimum depends 
not only on mobilizing services for in- 
firm and acutely ill old people, but also 
on creating conditions for independent 
healthy living for the aged who are not 
yet infirm. Suitable housing accommoda- 
tion which does not impose an intoler- 
able domestic or financial burden has 
been found to keep many old people out 
of institutions. Similarly, freedom from 
acute income worries and availability of 
means to purchase a nutritious diet can 
do much to sustain the health and vi- 
tality of the elderly. 


The Preventive Approach 
We are now reaching the third phase in 
shaping social policies for old age in 
contemporary Great Britain—a preven- 
tive approach to the problem, which 
includes not only keeping people al- 
ready aged happy and healthy, but also 
preventing for ourselves the problems 
which now plague some of our elderly 
relatives and friends. We are ceasing to 
think of the aged as a special group to 
whom we should do good by way ol 
curative and preventive welfare services 
and beginning to view the old as our- 
selves a few years hence. We shall, in 
the not so distant future, be at the re- 
ceiving end of the social policies and at- 
titudes we are now creating. 


As the preventive approach has been 
accepted, social agencies are sharing their 
resources between the immediate needs 
of infirm and solitary old people and the 
longer term needs of more active elderly 








persons. The former may need extensive 
domiciliary care, counseling, and, per- 
haps, eventual placement in an old per- 
sons’ home. The latter have the best 
chance of remaining active and healthy 
if they have suitable housing, such as 
small, cheap, conveniently equipped 
apartments, in which they can maintain 
independent living arrangements. For 
this reason, many voluntary bodies have 
converted large old properties into such 
small, inexpensive dwellings which per- 
mit elderly tenants to retain the privacy 
and independence so necessary to their 
self-respect. 

Necessary also is a secure, modest in- 
come; this has so far not been achieved 
for many old people. Both the present 
Government and the Opposition are 
pledged to revise pension plans in order 
to provide more adequate superannua- 
tion payment in the future, but the fi- 
nancial needs of those already old re- 
main acutely affected by the inflation of 
prices. 

Of course, the structure of services de- 
scribed above is by no means complete 
nationally. ‘The adequacy of services 
varies from one local area to another. 
Although only about 3 per cent of old 
people enter homes for the aged, a re- 
cent survey showed that there was a 
waiting list of 7,384 people, or one for 
every 9 beds in Welfare Homes.! Hospital 
beds are in short supply everywhere. 
This same survey noted that nearly 2,000 
Welfare Home residents were in need ol 
hospital care. The old are, by and large, 
than the rest of the 
population, but there are always waiting 
lists for small apartments, bungalows, 
and maisonettes provided by voluntary 
agencies and public housing authorities. 


no worse housed 


Many services for old people are un- 
derdeveloped as much by reason of short- 
age of personnel as by lack of finance, 
and the whole organization of services 
for the elderly is bedeviled by adminis- 
trative confusion. Gaps and duplication 
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in service are expected since hospital 
care and residential care are provided by 
authorities quite separate in constitu- 
tion, function, and financial control. Sup- 
plementation of income after test of 
need is provided by a further separate 
authority, assuming unrealistically that 
the aged can be divided neatly into the 
sick and the well, and that financial 
needs can be divorced from the total 
living problem of older people with 
very limited incomes. 

Fortunately, as we look at these difh- 
culties, we realize that the social services 
are required to meet only a very small 
portion of the needs of older people. 
All studies in Great Britain have shown 
that the unfailing source of help and 
support for the great majority of old 
people is their families. This is a two- 
way process, for many old people render 
reciprocal services to their adult chil- 
dren and grandchildren. Families are not 
yet so fragmented in Great Britain as 
has sometimes been supposed. A  sur- 
prising number of old people still live 
near their children, and contact between 


them is close and frequent.? Marriage 
and children provide the greatest securi- 
ty for old age; it is the single and child- 
less who tend to be solitary and lonely 
in old age and to end their days more 
often under institutional care. 

The proximity of relatives in an ex- 
tended family system is possible only if 
housing accommodation permits the con- 
tinued clustering of families in nearby 
streets and districts. In recent years, pub- 
lic housing policies have tended to move 
young adults and their children to new 
housing developments and satellite 
towns away from their elderly parents.* 
Even specially designed old people's 
dwellings, if located away from relatives, 
can have the same effect. This is one ex- 
ample of our early failure, now being 
corrected—to integrate the needs of the 
old into all aspects of social policy which 
affect families. To remain part of the 
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family, physically and emotionally, is 
essential to the well-being of most old 
people. This does not mean old people 
want to live under the same roof with 
their children, for often they prefer to 
live in a separate dwelling, but they do 
want to remain in the web of family re- 
lationships, still playing a role, albeit a 
different one, in their families’ fortunes. 


Discussion 


We live in a culture in which aging is re- 
jected, in which no one wants to grow 
old, and in which ihe lengthening of 
life expectancy is in danger of creating 
a functionless interregnum between re- 
tirement and death. If we build up at- 
titudes of rejection to aging we shall 
come to reject the old themselves as 
“the horrid shape of things to come,” 
and, if a constant rejection by society is 
experienced by the old, they will in the 
end reject themselves and lose feelings 
of worth and purpose in their lives. It 
is a symptom of immaturity that we can- 
not accept old age as we accept other 
changes of roles and expected behavior 
from childhood onwards. We must cease 
to give our admiration only to those old 
people who behave as if they were young. 

We are becoming aware that more im- 
portant than the further proliferation 
of social and health services for 
people is the need to reassert that the 
old have a right to be old in our society 
and that they have a distinctive, com- 
plementary role to play alongside young- 
er people. The definition of this role in 
our industrialized, urbanized, mobile so- 


old 


ciety is the most challenging old-age 
problem which confronts us. 
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Clinicopathologic conference 
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Presentation of Case 
In 1948 this 63-year-old man was admit- 
ted to the University of Minnesota Hos- 
pitals because of a mass in the upper 
anterior mediastinum. Following deep 
x-ray therapy, this mass regressed. 

In March 1954, he was admitted to 
Minneapolis Veterans Administration 
Hospital because of a severe “cold” which 
was associated with occasional chilly sen- 
sations, which had been noticeable for 
two months. During the week before 
admission, he also noted right lower 
chest pain on deep respiration. Physical 
examination revealed a solitary nodule 
in the anterior aspect of the neck. There 
also was pulmonary consolidation with 
a friction rub at the right base. The 
temperature was 99.6°; the blood pres- 
sure, 130/90 mm. Hg; white blood cell 
count, 24,900; and total proteins, 6.6 
gm./100 cc. (albumin 3.9 gm. and globu- 
lin 2.7 gm.). The basal metabolic rate 
was +17 per cent, a purified protein 
derivative skin test was negative, and a 
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skin test with histoplasmin, 3 plus. Chest 
films demonstrated a mass in the super- 
ior mediastinum. Planigrams revealed an 
infiltrate in the right pulmonary apex 
(figure I). 

The solitary nodule was removed from 
the neck and proved to be a_ benign 
adenoma of the thyroid. Thoracotomy 
revealed a large mass adherent to the 
aortic arch. The left pleura was studded 
with grayish nodules, and several also 
were palpated within the lung tissue it- 
self. One of these pleural nodules was 
biopsied and found to have the histo- 
logic characteristics of a thymoma. 

This patient’s last admission was on 
July 16, 1955. Three weeks before ad- 
mission, he had noticed ankle edema. 
There had been fever in the afternoons 
and evenings for the previous two weeks. 
Physical examination revealed a chron- 
ically ill appearing, poorly nourished 
white male. The blood pressure was 
100/70; pulse rate, 110 per minute; and 
temperature, 99.8°. The mediastinal 
dullness was increased and there was 
dullness to percussion over the right 
base, with diminished breath sounds, de- 
creased tactile fremitus, and scattered 
rhonchi over the area of the right lower 
lobe of the lung. No friction rub was 
noted. Examination of the heart was 
negative with exception of a sinus tach- 
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FIG. 1. Planigram of the right upper lung field, 
taken in 1954. A mass is seen occupying the up- 
per mediastinum. The fibronodular infiltrate in 
the right apical and subclavicular region con- 


tains two areas of rarefaction. 


ycardia. The abdomen was scaphoid, the 
liver edge was palpable 4 cm. below the 
right costal margin, and the spleen was 
not palpable. There was pitting edema 
of both legs and feet. 

Laboratory examinations on this last 
admission showed a hemoglobin of 14 
em./100 cc.; a white blood cell count of 
20,000, with 62 per cent polymorpho- 
nuclears; and an erythrocyte sedimenta- 
tion rate of 30 mm. in the first 
Urine was essentially normal. The sul- 
phobromophthalein retention was 22.8 
per cent in forty-five minutes, the ceph- 
alin cholesterol flocculation was 4+ in 
forty-eight hours, and the total serum 
bilirubin 1.3 mg./100 cc. A blood cul- 
ture yielded coagulase positive, hemolyt- 
ic staphylococci. A urine culture grew 
paracolon bacilli in excess of 5,000 colo- 
nies per cc. The alkaline phosphatase 
was 21 King-Armstrong units; blood urea 
nitrogen, 13 mg./100 cc.; serum chloride, 


hour. 
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100.9 mEq. /1.; potassium, 5.1 mKEq./1.; 
sodium, 132 mEq./1.; and carbon di- 
oxide, 24.8 mEq./1. X-ray films of the 
chest showed an enlarged mediastinal 
silhouette and diffuse interstitial infil- 
tration of the entire lung. 

The patient received large doses of 
penicillin, administered by intravenous 
and intramuscular routes. On July 21, 
erythromycin was added to the thera- 
peutic agents without appreciable effect. 
Neomycin, 2 gm. daily, given orally, 
was added on July 24, and polymyxin 
B-sulfate, 50 mg. every eight hours for 
three days. An increasing tenderness was 
noted in the epigastrium. On July 29, 
nitrogen mustard and prednisone were 
added in large doses (the largest daily 
dose of prednisone was 280 mg.), and 
the fever decreased from 104° to 94° 
within one day. Pamine and Gelusil were 
also added to these medications. All bac- 
terial cultures from blood, urine, and 
stools were negative at that time, and the 
neomycin, as well as intravenous peni- 
cillin, was discontinued. The white 
blood cell count was 19,550, with 96 per 
cent polymorphonuclears. 


¢ 


On August 3, 1955, a severe herpetic 
eruption developed around the patient's 
mouth. The hemoglobin was 12.2 
em./100 cc., the white blood cell count 
was 7,850 (84 per cent polymorphonu- 
clears), the erythrocyte sedimentation 
rate was 16 mm. per hour, and the blood 
urea nitrogen was 35.5 mg./100 cc. On 
August 6, the white blood cell count had 
dropped to 2,400 (90 per cent poly- 
morphonuclears) and the hemoglobin to 
10.4 gm./100 cc. On August 8, his tem- 
perature began to rise again to 102° and 
the abdomen became increasingly ten- 
der. An upright film of the abdomen 
showed fluid levels in multiple small 
bowel loops. On August 9, an atrial flut- 
ter developed with a 2:1 block, which 
yielded to treatment with Vasoxyl and 
Cedilanid. His temperature, however, 
continued to rise. The white blood cell 














count was 2,950, the erythrocyte sedi- 
mentation rate was 51 mm. per hour, 
and the patient stated that his chest 
felt full. His temperature continued to 
rise to 104°, and he expired on August 
14, 1955. 


Discussion 


DR. SPINK: I am sure that the thymoma 
did not kill our patient, otherwise you 
would not be presenting him. The tissue 
diagnosis of malignant thymoma is not 
too easy for at times it may be suggestive 
of a lymphosarcoma. Thinking of thy- 
moma, be it malignant or benign, I re- 
call Dr. Good’s observations on our serv- 
ice of an individual with a thymoma 
and subsequent agammaglobulinemia, so 
I immediately looked for a deficiency of 
globulin. This patient, however, has 
plenty of globulin so that we may rule 
out that possibility. Let us accept the 
diagnosis of malignant thymoma back in 
1948. 

After deep x-ray therapy and subse- 
quent improvement, there is a lapse of 
six years before the patient again re- 
quired medical attention, and as far as 
I am concerned we now are confronted 
with a new set of circumstances: symp- 
toms of a respiratory infection, chills or 
chilly sensations which had been present 
for two months, and a friction rub and 
pain at the right lower aspect of the 
chest. He also had a solitary nodule at 
the anterior aspect of the neck, which 
subsequently proved to be a_ thyroid 
adenoma. His temperature of 99.6° was 
not excessive. He had leukocytosis 
throughout his clinical course. The facts 
that his tuberculin tests were negative 
and the histoplasmin test was positive 
are interesting and important. The mass 
in the superior mediastinum had been 
noted previously, but for the first time 
we are introduced to an infiltrate in the 
right apex. Since planigrams of this 
lesion were taken the clinicians must 


have been concerned about it, and so 





am I. May I see the x-rays of this lesion 
in 1954? 

DR. BLANK: The striking aspects of these 
films are the mediastinal mass and the 
lesion in the right apical and subclavic- 
ular region. Planigraphy cuts are taken 
at 6 and 7 cm. from the table top and 
would place this lesion close to the pos- 
terior wall. It is a soft tissue lesion in 
the upper lung field, and there are at 
least two central areas of rarefaction. 
There is also evidence of thickening of 
the pleural cap on the right. 

DR. SPINK: Do you find any evidence of 
calcification? 

DR. BLANK: No. 

DR. SPINK: We have here then an en- 
capsulated inflammatory lesion of ques- 
tionable etiology which has been present 
and unchanged for six years and in 
which there are two areas of rarefaction. 
Let us remember that the tuberculin 
skin test was negative and the histo- 
plasmin test strongly positive. Did the 
patient have continued fever? 

DR. ZINNEMAN: There were several rises 
to 101° in the beginning; later on the 
temperature leveled off. 

DR. SPINK: In other words, he was febrile 
in 1954. After the exploratory thoracot- 
omy which yielded the tissue diagnostic 
of thymoma, he seems to have been fair- 
ly well for at least one year. When he re- 
turned he apparently had deteriorated 
with a progressive disease, because we 
have ankle edema and fever in the after- 
noons and evenings. He had lost some 
weight and the mediastinal dullness was 
increased. The findings upon ausculta- 
tion and percussion of the chest may 
mean: (1) atelectasis, (2) pleural effu- 
sion, (3) both, or (4) a thickened pleura. 
The liver was palpable but not the 
spleen. I fail to see any further record- 
ings of total proteins. 

DR. ZINNEMAN: There was no report on 
determinations of total protein at that 
time. 


DR. SPINK: He had no anemia over this 
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long period of time. Apparently he never 
had to have a blood transfusion? 

DR. ZINNEMAN: No. 

DR. SPINK: But he still has the leukocyto- 
sis which has been present throughout 
the years. The liver function tests are 
not normal. ‘The sulphobromophthalein 
retention is increased more than one 
would expect from the fever. We have 
other evidence of parenchymal hepatic 
dysfunction. The finding of paracolon 
bacilli in an otherwise normal urine is 
no clear-cut evidence of pyelonephritis. 
Now we come to the x-rays again. After 
one year the lesion apparently had pro- 
gressed. 

DR. BLANK: We still can see the apical 
density on the right and the nodular 
type of infiltrate in the subclavicular 
region, which were present in 1948. The 
silhouette of the anterior mediastinum 
has changed little compared with the 
film of 1954. The striking findings on 
this particular film, however, are very 
small finely granular densities distributed 
through both lung fields. 

DR. SPINK: Thank you. I am sure I am no 
worse off than the clinicians were at the 
time. I presume that this man received 
large doses of penicillin on the basis of 
the finding of coagulase positive staphy- 
lococci, which from his 
blood culture and found to be sensitive 
to penicillin. Apparently he did not re- 


were isolated 


spond too well, because erythromycin 
was added. This did not help him either 
and we have to conclude that the staph- 
ylococcus did not have much to do with 
his major illness. The ensuing additional 
antibiotic therapy is meaningless to me. 

Now we have something new: increas- 
ing tenderness in the epigastrium. The 
clinicians seem to have had the impres- 
sion that they were dealing with diffuse 
metastases from the thymoma and of- 
fered nitrogen mustard along with corti- 
costeroids. As happens so often in fever 
of unknown origin, particularly that due 
to lymphoblastoma, we have a dramatic 
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drop from 104° to 94°. This hypothermia 
occurs after steroid therapy. The clini- 
clans were on their guard against a com- 
plication of steroid therapy and admin- 
istered Pamine and Gelusil to prevent 
what they apparently thought was the 
cause of his demise—namely, a perforated 
duodenal or gastric ulcer. How did the 
patient feel? 

DR. ZINNEMAN: His temperature dropped 
to normal after these tremendous doses 
of steroids and stayed down for one week. 
DR. SPINK: Then he gets into trouble! 
The hemoglobin as well as the white 
cell count start to drop as a result of 
nitrogen mustard therapy. The sedimen- 
tation rate is normal, but never forget 
that steroid therapy will reduce the sedi- 
mentation rate, no matter what the 
cause of elevation may be. Upon reduc- 
tion of steroids the temperature rises 
again and his abdomen becomes increas- 
ingly tender. 

It is unusual for a perforated viscus to 
create increased tenderness under the 
influence of steroids. If the patient had 
not been on steroid therapy I would 
venture the opinion that there was a 
ruptured viscus with peritonitis. An up- 
right film of the abdomen failed to show 
free gas under the diaphragm, so that 
we have no reason to believe that there 
was a ruptured viscus. It is important 
to realize the number of different 
tems involved here: the lungs, the peri- 
toneal cavity, and the heart with an 
auricular flutter and apparently some 
hypotension. The patient continued to 
deteriorate, with his temperature rising 
and white cell count dropping. His 
erythrocyte sedimentation rate begins 
to rise again in spite of the influence ol 
steroids. 

I believe that the attending physician 
made the diagnosis of malignant thy- 
moma with metastases to the pleura, 
lungs, heart, and possibly elsewhere. | 
think he expected to see a perforation 
of the bowel due to steroid therapy. At 
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the autopsy table he encountered some- 
thing entirely different and said, “Let’s 
have this for a CPC!” I think that his 
exitus stems from his right upper lobe 
infiltration with suggestive cavity forma- 
uion. This suggests tuberculosis. ‘The 
negative purified protein derivative skin 
test in 1954 militates against this possi- 
bility sufficiently to discard it. What else 
can give you a chronic inflammatory re- 
action in the right upper lobe which can 
progress in the manner we just have 
seen, under the influence of nitrogen 
mustard and steroid therapy? A fungus 
infection! We may choose from actin- 
omycosis, nocardiosis, and histoplasmo- 
sis, and I prefer to think that this in- 
dividual had a malignant thymoma and 
then developed dissemination of a chron- 
ic infection, possibly under the impact 
of deep x-ray therapy. I should like to 
think that this infection was histoplas- 
mosis. 

DR. ZINNEMAN: Thank you, Dr. Spink. 
Before we hear further comments we 
should like to have the diagnoses of the 
students. 

DR. HAGEN: All the students agreed that 
this patient had a thymoma and they all 
thought that the subsequent develop- 
ments were due to the spread of this 
malignant tumor. 


Discussor’s Diagnosis 


|. Malignant thymoma. 
2. Disseminated histop! i 
Pas isseminatec listOpiasMOsIs. 


Clinical Diagnosis 


1. Malignant thymoma. 

2. Bronchopulmonary moniliasis. 

3. Staphylococcal bacteremia. 

DR. BLANK: In 1954 the x-ray department 
called this lesion tuberculosis. 


Pathologic Discussion 
DR. FINLEY: The body was emaciated and 
weighed 90 pounds. There was mild 
cyanosis and red crusted material about 
the mouth and nose. There also was 


slight pedal edema. The peritoneal cavity 








contained 2,000 cc. of yellow-brown 
opaque fluid with strands of fibrin. The 
peritoneal surfaces were hyperemic and 
showed purplish discolored areas. ‘There 
were three perforations of the ileum. 
The largest one measured 1 cm. in di- 
ameter and oozed fecal material. The 
pleural and pericardial cavities were 
completely obliterated by dense adher- 
ence, and there was a lobulated tumor 
mass in the anterior superior mediasti- 
num. It seemed to coalesce with all the 
fibrotic areas in the pleura and_peri- 
cardium. The tumor adherent to 
the heart and surrounded it rather firm- 
ly, invaded both lungs directly, and com- 
pressed them medially. It also involved 
the trachea but not the esophagus or the 
aorta. The heart was not remarkable. 

The tumor could not be freed ol 
either lung. There was a fibrotic and 
scarred nodular area in the right apex. 
The left apex also contained an_ ir- 
regularly scarred area. In addition, the 
pulmonary parenchyma showed distinct, 
tiny, soft, nodular areas throughout both 
lungs. The liver weighed 1500 gm., the 
spleen 230 gm., and the kidneys 150 and 
175 gm., respectively. These organs were 
grossly normal, as was the upper gastro- 
intestinal tract down to the ileal per- 
forations, which were situated in the 
lymphoid tissue. There also were small 
irregular ulcerations in the cecum, and 
ascending and transverse colon. A gen- 
eralized peritonitis covered the entire 
peritoneal surface. 


was 


Histologic sections of all organs, in- 
cluding the spleen, bone marrow, lungs, 
and bowel walls showed a multitude of 
small necrotic granulomas with eosino- 
philic and basophilic debris but no well 
defined epithelioid cell reaction about 
them (figures II and III). 

DR. E. T. BELL: These granulomas have 
no epithelioid or giant cells; there is a 
complete absence of defense reaction. 
The lymphoid plaques of the small bowel 
have necrotic tubercles within them. In 
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FIG. 1. Photomicrograph of the lung (x 100) 
showing a necrotic inflammatory reaction with- 
out the presence of epithelioid or giant cells. 


some places, they have destroyed the 
wall and caused perforation. Acid-fast 
stains of these tubercles show abundant 
acid-fast bacilli in these necrotic lesions. 
Sections of the mediastinal tumor show 
that it was composed of large reticulum 
cells and tiny lymphoid cells, typical of 
a thymoma. 

DR. ZINNEMAN: These lesions containing 
abundant tubercle bacilli in the absence 
of cellular defense reaction remind us 
very much of the experimental animals 
of Dr. Max Lurie, which were infected 
with tubercle bacilli and treated with 
large doses of cortisone. 

DR. FINLEY: It is worth noting that a true 
thymoma probably never metastasizes 
distantly. 

RESIDENT PHYSICIAN: 
P.P.D. reaction? 


How about the 


DR. ZINNEMAN: It was the negative tuber- 
culin reaction in 1954 which led the 
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FIG. 11. Photomicrograph of the spleen (x 100) 
showing two necrotic granulomas. 


clinicians astray. Dr. Spink, do you have 
any closing comments? 

DR. SPINK: We should remember that the 
tuberculin test is not infallible. About 
1 to 2 per cent of patients with active 
tuberculosis have negative skin tests, even 
with a 1:100 dilution of old tuberculin. 
I should like to add a word or two on 
the dissemination of tuberculosis under 
steroid therapy. In this case, I would not 
implicate the steroids alone because ni- 
trogen mustard is not a bland therapeu- 
tic agent. Nitrogen mustard also affects 
the, defense mechanism and blocks the 
physiologic function of the reticulo- 
endothelial system. 





Final Anatomical Diagnoses 


1. Malignant thymoma. 
2. Miliary tuberculosis. 
3. Perforation of the small bowel with 
generalized peritonitis. 











Editorial 





Accidents to the aged 


A. L. CHAPMAN, M.D. 


WASHINGTON, D.C. 


aie E PHYSICIANS and public health 
workers have cooperated for years 
to bring many of the infectious diseases 
under control. This successful team- 
work can be applied to the problems of 
accident prevention and the control of 
chronic illness. 

The prevention of accidents was form- 
erly characterized by a preoccupation 
with the environmental causes of acci- 
dents. This preoccupation fortunately is 
being replaced by the acknowledgement 
that accident hazards are universally 
present and that we must look beyond 
them to find the fundamental cause of 
accidents. According to one estimate, 
about 80 per cent of all accidents are 
caused by human factors. Accidents thus 
appear to be caused more by what peo- 
ple do or fail to do than by the environ- 
ment in which they live, work, and play. 

These human factors can be divided 
into three main categories—physical, 
mental, and physiologic. Poor vision and 
hearing, the disabilities attendant upon 
diabetes, and neurologic disorders are 
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representative of physical factors. Emo- 
tional factors which favor accidents are 
anger, frustration, worry, fear, and anxi- 
ety. Physiologic factors include the el- 
fects of fatigue, heat, cold; the atrophies 
which characterize senility; and effects 
of drugs and alcohol. 


The Physician’s Role in Accident 

Prevention 
No one is better equipped by training 
and experience to detect the human 
factors that may predispose to accidents 
than the private physician. No one else 
has a better opportunity to deal with 
these factors on the person-to-person 
basis which is inherent in the doctor-pa- 
tient relationship. The physician must 
be willing to acquire the same type of 
skill in advising patients about accidents 
and their prevention as he has exhibited 
in advising about the prevention of 
pneumonia and poliomyelitis. 

With the rapid reduction of infectious 
diseases, the less swiftly receding rate of 
accidental deaths is becoming more con- 
spicuous each year. Accidents now are 
the fourth cause of death in all age 
groups and the first cause of death from 
ages 1 to 35. They kill more children 
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than all diseases combined; they cause 
the loss of more productive man-years 
of life than any disease, including heart 
disease; and they cost the nation over 
ten billion dollars a year. 

According to statistics collected and 
compiled by the National Safety Coun- 
cil, there has been a decrease in the ac- 
cidental death rate since 1940 of about 
20 per cent. “On the job” accidental 
deaths have declined 31 per cent, acci- 
dental deaths in the home 34 per cent, 
and accidental deaths in public places 
21 per cent. Only motor vehicle death 
rates have failed to decline significantly. 
The decline in this category since 1940 
was only about 3 per cent. 

If, largely through educational efforts, 
such a significant decline in accidental 
deaths was achieved with little organized 
support from physicians and public 
health workers, the time would seem to 
be ripe for physicians as well as public 
health workers to enlist in an all-out 
offensive against accidents. 


Causes of Accidents Among The Aged 
One specific problem which begs the 
attention of physicians is the problem 
of falls in people over 65. In 1956, al- 
most half of the 28,000 home accident 
deaths that were recorded resulted from 
falls. About 88 per cent of these deaths 
were in people over 65. In addition to 
the 12,000 deaths of older persons caused 
by falls, thousands more were severely 
crippled by accidental injuries—many 
by broken hips. Often these injuries 
necessitated long periods of hospitaliza- 
tion or home care, which are usually 
very costly. Because of the insufficient 
income of most older people, these costs 
often must be borne by other members 
of the family or by the community. 

Burns constitute the second most im- 
portant cause of accidental death among 
the aged. In 1956, about 30 per cent of 
all “burn” deaths occurred in the age 
group over 65. 
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Cooperative Efforts For Accident 
Prevention in The Elderly 

Some older people will accept the advice 
of their physician to modify their living 
habits to minimize risk of accidental in- 
jury or death. Many, however, are “set in 
their ways,” and cling stubbornly to hab- 
its established during the middle years of 
life. One way in which the physician 
can solve the problem of the uncoopera- 
tive older patient is to enlist the support 
of the “index person” in the home, who 
is most frequently the housewife. 

After the physician concludes his 
evaluation of an older patient’s phy- 
sical, mental, and emotional status, it 
may be necessary for him to address him- 
self to the housewife rather than to the 
patient in outlining precautionary steps 
that may be taken to reduce the risk of 
accidental death or injury in the home. 

Fortunately, more and more _ local 
health departments are accepting acci- 
dent prevention as a responsibility and 
training public health workers in ac- 
cident prevention technics. In communi- 
ties with such local resources, private 
physicians may call upon local health 
department personnel to share in assur- 
ing the safety of older citizens. 

Older people run a high risk of in- 
jury on the highway as well as in the 
home. In 1956, 50 per cent of elderly 
persons killed in motor vehicle accidents 
were pedestrians. In no other age group 
did the percentage of pedestrian deaths 
approach this figure. This points up the 
fact that, as people move into the higher 
age brackets, “index persons” must be 
found who are willing to provide some 
sort of supervision for them, not only in 
the home but also when they move 
about in the community. 

As long as 26,000 older persons die 
each year from accidents, as long as ac- 
cidents remain the most important rea- 
son for surgery in the older age groups, 
and as long as accidental injuries re- 
quire the prolonged hospital and medi- 


























cal care that they do, the mobilization 
of physicians to prevent accidents among 
the aged is urgently indicated. 


Practical Steps in Accident Prevention 
There are many things that a physician 
can do to help his patients avoid ac- 
cidents. For example, at the same time 
he is looking for signs and symptoms of 
pathology in his aged patient, he can 
evaluate his patient’s accident potential, 
based on pathologic findings. Then he 
must explain to the patient or to the 
index person in the home what must be 
done to compensate for the predisposing 
factors that have been discovered. 

Physicians should also acquaint them- 


selves with the resources in the commu- 
nity that can be drawn upon to reduce 
the number and severity of accidents in 
this age group. Finally, they should join 
with other civic-minded persons and 
make sure that the quantity and quality 
of local resources available for accident 
prevention are adequate for local needs. 

Physicians are destined to play a 
leading role in the prevention of acci- 
dents because accident prevention is pri- 
marily a medical problem. The effective- 
ness of accident prevention programs 
will to a large degree be commensurate 
with the time and effort physicians are 
willing to expand on accident preven- 
tion in the future. 


Is life more strenuous today? 


WALTER C. 


~~ CONVENTIONS attended by gerontolo- 
gists, the question often arises, “Is 
life much more strenuous today than it 
used to be?’’ Usually the impression 
gained is that it is more strenuous, large- 
ly because of the speed with which we 
now work. The telephone brings us so 
many hundreds more contacts with the 
world than people had even sixty years 
ago. Also, the airplane now enables a 
business man to be in New York one 
day, in Rio de Janeiro the next, and 
perhaps in Japan two or three days later. 
I know an executive with his own plane 
and pilots who lives just this sort of 
life, for his business empire is far flung, 
and he has to travel far in his search for 
raw materials and new markets. 
Perhaps I should stop to note that 
this man, at 62, still looks young and 
debonair. He thoroughly enjoys life, and 
I cannot see that it has worn him down. 
He has a tendency to gout and hyper- 
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tension and diabetes, but I am_ sure 
these tendencies were inherited rather 
than acquired. 

I often use my father’s experience to 
show that overwork of an extreme type 
does not necessarily bring either physical 
or mental deterioration, or early death. 
For most of his life, my father was a 
busy general practitioner who was out 
for several hours each evening making 
calls and helping to bring children into 
the world. He was a rather small, frail- 
looking man who never took any exer- 
cise. He was severely ill only twice in his 
life and he was nearly immune to colds. 
Because of a weak digestion he always 
ate sparingly. 

With all this work, which lasted to 
within three or four days of his death 
at the age of 84, he remained remarkably 
well. In the last few years, with “little 
strokes,” he lost much of his memory 
for recent events, but with the help of a 
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good secretary he kept busily at work in 
his office. In his later years, his systolic 
blood pressure was about 130 mm. of 
mercury and, at autopsy, the pathologist 
found the arteries all over his body re- 
markably normal. Evidently, tremen- 
dous hard work had never injured him. 
Perhaps one reason for this was that he 
was a man who could not be hurried. I 
doubt if he ever worked with any feeling 
of tension. At 75, he told me he did not 
know what fatigue was. 

The people of the Middle Ages did 
not have to work under our modern 
tensions or with our modern speed, but 
they certainly had their worries. The 
wealthy merchant with ships at 
never knew when they would be seized 
by pirates or capsized by a storm. Mon- 
taigne commented on the great uncer- 
tainty of life in the Middle Ages. He said 
that, any night, he might be murdered 
in his bed, for there was no strong gov- 
ernment or body of police to protect 
him. If he were thrown into prison by 


sea 


an enemy, there was no habeas corpus 
law to get him out, and he could be 
released only if he had powerful friends 
at court. 

Interesting in this regard is the chap- 
ter by Dr. Rosalie H. Wax in the valu- 
able book, Free Time, A Challenge to 
Later Maturity (University of Michigan 
Press, 1958). Dr. Wax is an anthropolo- 
gist. She says that back in 1835, John 
T. Irving, Jr., wrote up his observations 
of the way of life of the American Plains 
Indians. As he said, ‘““There is always an 
air of gentlemanly laziness hanging 
about Indians. They live they know not 
how, and they care not where. A little 
suffices them. If they can get it they are 
satisfied; if not, they are satisfied with- 
out it... To all this is added a most 
gentlemanly abhorrence of labor of all 
descriptions, and a great store of pa- 
tience in enduring the pinching hunger 
which is often the result of indolence. 
On a wet day you may travel for miles 
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over the prairies and not a single 
Indian will cross your path; but let the 
sun beam forth again, and you will see 
them around in every direction, loung- 
ing in the long grass or sunning them- 
selves upon some high prairie peak, with 
a most profound forgetfulness of the 
past, and lordly contempt for the fu- 
ture : 

But, “In war or in hunting there is 
no being more untiring than the Indian. 
He will spend days and weeks in search 
of an enemy. Nothing is left undone to 
insure the successful accomplishment of 
his purpose. He endures fatigues of all 
kinds; fasting and peril are unheeded by 
him .. . In peace, and in his own village, 
the Indian is a different being. He 
lounges about listlessly; he will sit for 
hours watching the children at their 
games; or he will stop at different lodges 
to hear the floating rumors of the town.” 

As a small boy growing up in Hawaii 
around 1900, I used to watch my Poly- 
nesian neighbors. When they needed 
fish for food or when they wanted just 
to go swimming, they were very active. 
They went out into the ocean and had 
fun. At times, when they had to get 
taro, the plant from which they got 
most of their carbohydrate, they would 
work hard for a few hours, and then 
quit for a week. Much of the time, they 
lay half asleep out under a tree. With 
them laziness was an art, which they en- 
joyed greatly. 

What interests me, however, is that 
with all the ease of their lives, primitive 
peoples do not seem to live anywhere 
near as long as we do. When I was a 
boy I can remember a few Hawaiians 
who were old and gray, but I think 
most of them died by the time they were 
10). 

What we need to know is what the 
pre-Captain Cook Hawaiians died of in 
a land in which there was no malaria, 
no animal parasites, and a wonderful 
climate. Some men, of course, died dur- 

















ing tribal wars. One of the questions 
that needs answering today is, why did 
primitive people who lived an easy life 
die in their forties? 

Interesting are the books by Stefanns- 
son who, years ago, spent much time 
among the primitive Eskimos. Many of 





these men lost their lives fairly early 
through hunting accidents. As I remem- 
ber, Stefannsson did not feel that the 
Eskimos had much cardiovascular dis- 
ease, in spite of the fact that they lived 
almost entirely on meat and much ani- 
mal fat. 


Neurologic and psychiatric 


aspects of aging 
WALTER C 


. A RECENT ARTICLE on the processes 
of aging, Professor Benjamin Boshes 
of Northwestern University pointed out 
that, in appraising the value to society 
of an elderly man, we too often fail to 
appreciate as we should the skill in some 
field which he has acquired through the 
years.! 

Looking at the old man with the eyes 
of a neurologist, one notes that the 
pupils have become rigid or sluggish in 
response to light and accommodation. 
Ocular movements are restricted, par- 
ticularly in the upward direction. Es- 
pecially in the muscles of the hand, 
there may be some wasting. Often arth- 
ritic changes, so-called senile amyotro- 
phy, and some tremor are seen. The 
thresholds for light, touch, and pain 
are definitely raised. There is also a 
blunting of the vibratory sense and a 
dulling in the acuity of perception, see- 
ing, hearing, and tasting. The deep re- 
flexes may be altered, and the ankle- 
jerk may have disappeared. The ab- 
dominal reflexes are frequently gone. 
The plantar responses are difficult to 
interpret. There may be traces of a 
Parkinson’s syndrome, particularly in 
the person’s stance and gait and facial 
immobility. ‘The head and neck may be 
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craned forward a bit, and there may be 
some flexion at the hips and knees. 
Many elderly persons become round- 
shouldered. Their movements are like- 
ly to be slow. They make as few move- 
ments as possible. ‘The quick movements 
of youngsters are gone. The old person 
may sit for long periods without chang- 
ing his position, except for crossing and 
uncrossing his legs or fidgeting. 
Psychiatric implications include grad- 
ual lessening of energy, decline in re- 
sponsiveness, waning initiative, lessen- 
ing of creative imagination, narrowing 
of interests, increased egocentricity, and 
some warping of personality. Eventually, 
the older person gives the impression of 
being more or less helpless. He is aware 
of the problems created by increasing 
physical and mental limitations, and he 
may be distressed by loneliness, due to 
the falling away of friends and relatives 
and perhaps some neglect by his chil- 
dren. A loss of economic stability will 
produce anxiety. There may be a return 
to early patterns of self-defense resem- 
bling those of childhood. Some old per- 
sons become suspicious and paranoid. 
Many become irritable, ill-natured, and 
contentious. They are likely to become 
rigid and arbitrary in their viewpoints. 
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Many old persons who have become deaf 
are likely to grow a bit suspicious and 
psychopathic because of their lack of 
close contact with the world. Lack of a 
useful occupation is terribly hard on 
thousands of elderly persons. 

In addition to the functional changes, 
there often are organic changes in the 
brain of the aging person, Autopsy may 
show thickened meninges, atrophy of 
some of the convolutions, numerous se- 
nile plaques, and atherosclerosis of the 
intracranial The micro- 
scope reveals a reduction in the number 


blood vessels. 
of ganglion cells. 
Curiously, there is no definite differ- 
ence between the appearance of the 
brain of a normal person and one who 
is demented or psychotic. No single ana- 
tomic cause can be given for the process- 


es of aging. 





Because of the big and little strokes 
that occur, a parkinsonian syndrome 
often develops. Occasionally, paraplegia 
will appear in an old person apparent- 
ly because of damage to some of the cells 
in a pair of anterior horns. Many oid 
people have a few convulsive spells that 
resemble those of epilepsy. 

Some old people become psychotic, 
and others become demented. There is a 
difference. The physician should learn 
to recognize the early mental changes 
and incapacities in his elderly patients 
because they frequently lead to legal 
problems. So often, the question even- 
tually arises as to whether the patient 
was mentally competent when he made 
a will disinheriting his children. 
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A diet for atherosclerosis 


WALTER C. ALVAREZ, M.D. 


psec those of us physicians who 
are confidently prescribing strict, 
low-fat diets to prevent atherosclerosis 
would seem to be venturing ahead _ be- 
fore the necessary facts are available. In 
ordering a largely fat-free diet, many of 
us fail to note that, as the Arctic explor- 
er, Stefannsson, found years ago, such a 
diet is very distressing. Dr. Irvine Page 
also tried a very low-fat diet himself and 
testified that it produced great mental 
distress. Now, a number of physicians 
who have been carrying on research on 
the subject say that a diet very low in 
fat not only may not lower the amount 
of cholesterol in the blood, but it may 
raise it! We must never forget that the 
body can make plenty of cholesterol and 
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lipids out of carbohydrates. Curiously, 
on a largely fat-free, carbohydrate-rich 
diet, the titer of plasma cholesterol can 
rise! 

Recently it has been found that eat- 
ing fats of vegetable origin which are 
liquid at room temperature can lower 
the titer of plasma cholesterol. The oils 
made from cottonseed, corn, and _ soy- 
beans are commonly used. Better yet is 
safflower oil, the taste of which is said 
not to be bad. It contains from 60 to 80 
per cent linoleic acid, which seems to be 
helpful in holding down plasma cho- 
lestrol. 

Dr. Laurence W. Kinsell of Oakland, 
California, reports that arachidonic acid 
also has a marked effect in lowering the 

















titer of cholesterol.t According to Dr. 
Kinsell, a person can be given a large 
amount of cholesterol without its rais- 
ing the titer of cholesterol in his blood; 
hence, it is not quite logical to prescribe 
a cholesterol-free diet. Since many parts 
of the body can synthesize cholesterol, 
anyone who hopes to lower blood cho- 
lesterol significantly by removing fat 
from the diet is naive. 

For a long time, it was taught that the 
body burns carbohydrates as fuel, but 
Dr. Kinsell says that, today, the evidence 
indicates that the prime fuel of the body 
is fatty acid, which is manufactured from 
carbohydrates. 

As Dr. Kinsell reports, although a 
tremendous amount of work is presently 
being done on the chemistry of lipids 
and cholesterol, and much light is being 
thrown on the subject, we must keep re- 
membering that we really do not yet 
know that a high cholesterol titer is the 
essential factor in the production of 
atherosclerosis. Certainly it is not the 
only one. Many persons with a low cho- 
lesterol level get a coronary attack, while 


many with a high level do not. Dr. 
Kinsell and his group have been pre- 
scribing diets containing from 100 to 
180 gm. of unsaturated vegetable fats 
daily, and they have seen good results. 
Unfortunately, there is no way of gaug- 
ing the amount of atherosclerosis a man 
has, because the disease is so spotty. A 
man may have healthy arteries through- 
out his body and yet drop dead because 
he has one big plaque in one coronary 
or cerebral artery. 

If a person is fat, his total caloric in- 
take should probably be reduced; if he 
is too thin, perhaps he should gain 
weight; and if he is normal in weight, 
perhaps he should be allowed to con- 
tinue his regular diet. His protein in- 
take can be between 50 and 90 grams. 

To sum up, one can lower a blood 
cholesterol titer; the next thing to do is 
to prove that this will lessen the patient's 
tendency to have a thrombosis develop 
in one of his arteries. 
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THE LATEX FIXATION TEST has application as a test for rheumatoid 
arthritis and, as originally described, had a high incidence of positive 
results. By extracting the patient’s own gamma globulin by ammonium 
sulfate fractionation, the test is significantly improved. The patient's 
gamma globulin is used instead of a commercial preparation in coat- 
ing the latex particles. The problems involved in a progressive serolog- 
ic dilution procedure are eliminated, and a one-tube test is substituted. 

In addition, the sensitivity of the test is increased to yield 90 per 
cent positive results in rheumatoid patients. The one-tube test is well 
suited to mass screening, particularly since no significant correlation 
has been observed between titer and disease activity. 


J. M. SINGER and c. M. pLotz: The latex fixation test for rheumatoid arthritis using 
patient’s own gamma globulin. Arthritis & Rheumatism 1: 142-146, 1958. 
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Hormones, Brain Function, 
and Behavior 

HUDSON HOAGLAND, editor, 1957. Proceed- 

ings of a Conference on Neuroendocrinol- 

ogy, 1956. New York: Academic Press, Inc. 

Illustrated. 257 pages. $7.00. 

This is a symposium of 12 papers on cer- 
tain intriguing and challenging aspects of 
neuroendocrinology and contains the infor- 
mal discussions which followed each com- 
munication. Thus the ideas and knowledge 
of all of the 32 invited participants of the 
conference are included. The list of partici- 
pants, too long to be included here, is im- 
posing; these men knew what they were 
talking about to the extent that they were 
fully aware of the limitations of their knowl- 
edge. This awareness is the best single crite- 
rion in attempting to define “experts.” 

The volume is divided into 4 sections: (1) 
the effects of steroid hormones on the nerv- 
ous system; (2) sex hormones and behavior; 
(3) serotonin, epinephrine, and their metab- 
olites in relation to experimental psychiatry; 
and (4) the thyroid and behavior. There is 
no summation of the whole by the editor, 
although most of the 12 papers are summar- 
ized by their authors. 

The book is a most valuable contribution 
to the advancement of understanding the 
immensely complicated interrelations and in- 
teractions of the many functional units which 
constitute the whole individual. When the 
orchestration of the multitudinous forces is 
effective, the organism approaches optimum 
health, both psychologically and somatically; 
one “player” out of tune or not chronologi- 
cally synchronized can, and often does, create 
dysfunction of the whole. Then the music 
of life becomes noise, and health is disrupted. 
Thus any progress in comprehending the 
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modus operandi of this magnificent orches- 
tration is fundamental to improvement in 
the application of medical science and prac- 
tice in both its curative and preventive as- 
pects. 

This book must be read through to be 
appreciated. It will not appeal to those who 
want only simple formulae as to “how to” 
do this or that. Its value lies in the intellec- 
tual stimulation and excitation of curiosity 
brought about more by what these men real- 
ize they do not know than by the actual 
factual data presented. It is a solid founda- 
tion for young investigators to build further 
through their own researches. The book is 
highly recommended to all students of medi- 
cal science, no matter what their age or pro- 
fessional attainments may be. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 





Modern Science and Human Values: 
A Study in the History of Ideas 


EVERETT W. HALL, PH.D., 1956. New York: 
D. Van Nostrand Company, Inc. Illus- 
trated. 483 pages. $8.00. 


This is a scholarly book, carefully document- 
ed and highly organized. It is not easy to 
read; in places one stumbles over exhaustive 
and exhausting citations of conflicting view- 
points of philosophers both ancient and 
modern. Dr. Hall is currently Kenan Profes- 
sor of Philosophy and chairman of that de- 
partment at the University of North Caro- 
lina. He is also a historian—a historian who 
has learned many of the facts and theories 
of science. But he is not a scientist turned 
historian. 

The first half of this book is devoted to 
revealing the significant differences between 
modern and medieval basic values and emo- 
tional patterns which modify and distort 
both discovery and application in scientific 
progress. This is a valuable contribution. In 
order to comprehend the present and have 
some foresight as to the future, one must 
understand and appreciate the past. Science, 
despite the multiplicity of its disciplines and 
innumerable ramifications of its application, 

(Continued on page 66A) 
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has never before been so much a part of the 
everyday world of society, government, busi- 
ness, politics, and religion as today. The 
values of science, its fundamental core as a 
modus vivendi and modus cogitendi, are 
foreign to the feelings of many people, in- 
cluding those who control our destiny be- 
cause of political position. 

The second part of the book is concerned 
with how the present overwhelmingly de- 
structive potentials of modern technology 
can be controlled, inasmuch as progress in 
morality and ethics has lagged behind. This 
part Hall is 
keenly aware of the immense difficulties and 


is less convincing. Professor 
dangers. He expresses hope that certain cog- 
nitive emotions can open the doors to ob- 
jective values. These hopes are not supported 
by expectation, however. Unfortunately, he 
does not see, as Brock Chisholm does in his 
little for 
Survival,” that in the very fact that science 


inspiring volume, “Prescription 
is built upon a foundation which sharply 
values or wishes 
lies the potentiality of mankind’s salvation. 
Science is intensely concerned with objectiv- 


distinguishes facts from 


ity and constantly demands confirmation of 
evidence. It is founded on accumulated 
knowledge, but, unlike philosophy and _his- 
tory, it is freely willing to discard all old 
concepts if new data or methods prove them 
invalid. This inherent quality, the accept- 
ance of tentativity of all knowledge, proce- 
and the like, is a facet of 
modus cogitendi of the scientist that appar- 
ently is not appreciated by Professor Hall. 
This 


those who desire to broaden their perspec- 


dures, values, 


book is sincerely recommended to 

tives and study areas outside their own spe- 

cialized disciplines. It requires effort to chew, 

digest, and absorb the nutrients therein, but 

they are worth these efforts. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 


Clinical Electrocardiography: The 
Spatial Vector Approach 
1957. New York: 


Book Company, Inc. 225 


ROBERT P. GRANT, 
McGraw-Hill 
pages. $7.50. 


M.D., 


The very title and the preface make clear the 
way in which Dr. Grant applies vector ana- 


lytic methods. Rather than utilizing the 
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cathode-tube oscilloscopic system, the author 
uses the vector as a method for integrating 
the information obtained from the clinical 
tracing. The vector provides a three dimen- 
sional graph which plots the electrical forces 
generated within the cylinder of the chest. 

Dr. Grant first presents the theory under- 
lying our most modern conception as to the 
normal electrical forces which compose the 
cardiac vectors. Numerous line drawings add 
didactic force to a thorough discussion of 
what is meant by “ventricular gradient,” 
“null pathway,” and numerous other specific 
terms. There are masterful summaries such 
as those outlining on two pages of diagrams 
the essence of all QRS abnormalities. 

Dr. Grant still uses the concept of circus 
movements during fibrillation when discuss- 
ing arrhythmias without mentioning the fact 
that this term is now very much in dispute. 
Since the volume is intended basically for 
the beginning student of vector spatial elec- 
trocardiography, the author occasionally 
seems to be making dogmatic statements 
without presenting the controversial oppos- 
ing views. This method does avoid confusing 
the reader. 

The author has performed superbly well 
a very difficult task. Every doctor interested 
in electrocardiography would do well to have 
this volume on his desk. It can serve not only 
as a text but also as a book which bears re- 
peated rereading. At least this reviewer in- 
tends to do just that. 

ARNOLD LIEBERMAN, M.D. 
Elmhurst, New York 


The Story Behind the Word 


HARRY WAIN, 1958. Springfield: 
Charles C Thomas. 342 pages. 


M.D., 


This unique and valuable book deserves a 
place in every doctor’s library and should be 
placed next to the medical dictionary, since 
it serves much the same purpose. This vol- 
ume consists of more than 5,700 derivations 
of medical terms, together with brief biog- 
raphies of great personalities in medicine. It 
is indeed an important source of reference 
for this purpose. 

One marvels at the painstaking efforts and 
the thorough research that must have gone 
into this scholarly work of ten years’ prepara- 
tion. This book is not a novel—it is only 
novel in that it tells many stories of many 
words and many medical personalities. 

ARNOLD S. ANDERSON, M.D. 
St. Petersburg, Florida 


(Continued on page 68A) 
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The Changing Patient-Doctor 
Relationship 

MARTIN G. VORHAUS, M.D., 1957. New York: 

Horizon Press. Illustrated. 311 pages. $3.95. 
[his is a curious book. From the viewpoint 
of a medical reviewer, it appears to be two 
books rather loosely joined. The title, while 
actually appropriate, is nevertheless mislead- 
ing. The discussion starts in one direction— 
the 
understanding between patient and_physi- 
cian—and then wanders off from this primary 
theme for five-sixths of its total length to 


basic and fundamental need for close 


relate a series of psychosomatic case histories. 

The 
superficial discussion of some of the difficul- 
filling 
needs. Style, language, and content are for 


first 70 pages are a breezy, fairly 


ties which patients have in their 
lay consumption. The many examples cited 
to illustrate why patients are dissatisfied with 
their physicians are largely instances of the 
poorest, sloppiest, and most careless form of 
medical practice to be found today. Physi- 
cians practicing such hurried, superficial, 
“look and a promise” kind of medicine wiil 
not read this book; any conscientious clini- 
cian with a modicum of empathy does not 
need to. We all know that accuracy of diag- 
nosis and efficacy of therapeutic advice de- 
pend to a considerable degree upon the 
manner and effectiveness of doctor-patient 
communication. The wisest advice is useless 
if it is not acted upon because it is presented 
in such a way that it is resented or because 
it is not comprehended. 

The bulk of the book is an attempt to 
explain the technics and purposes of psycho- 
therapy and instruction as applied to psycho- 
The 6 
entertainingly presented and well selected as 


somatic disorders. case histories are 
composite, simplified examples of the mecha- 
nisms frequently observed in different dis- 
orders. ‘The chapter titles are revealing: the 
case of Phil who kept on trying (doudenal 


ulcer); the case of Sue who couldn’t face 
herself (colitis); the case of Cy who was 
spoiling for a fight (hypertension); the 
case of Ann who didn’t want to grow up 


(obesity); and the case of Jack who was 
looking for love (obesity). These are well 
done and should be of value to patients who 
resist the concept that buried psychic turmoil 
can be and often is responsible for obviously 


68A 





physical ills and that they need professional 
medical assistance in bringing their inner 
conflicts to light. 

Unfortunately, in my opinion, Dr. Vor- 
haus attempted to include too much in one 
volume. The opening chapters are too super- 
ficial to be an effective presentation of all 
the many facets of the patient-doctor rela- 
tionship. Were they deleted and the book’s 
title modified to that the text is 
concerned with how a physician treats psy- 
chosomatic disease by treating the under- 
lying neurosis, my enthusiasm would be con- 
siderable. As it is, I am a “dissatisfied” read- 
er, left with the impression that the good 
doctor has confused his objectives. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 


indicate 


Specialties in General Practice 

RUSSELL L. CECIL, M.D., 22d HOWAKv F. CONN 

M.p., editors, 1957. Philadelphia: W. B. 

Saunders Company. Second edition. Illus- 

trated. 780 pages. $16.00. 

This second edition retains the same impres- 
sive list of contributors as the 1951 volume, 
with the added assistance of Dr. Conn as co- 
editor. ‘The book includes a chapter index 
replete with subheadings at the beginning 
and a subject index at the end. There are 
fourteen chapters, the major portion of 
which are devoted to discussions of minor 
surgery, orthopedics, rectal diseases, obstetrics 
and gynecology, pediatrics, and dermatology. 
These are undoubtedly the special fields 
which occupy most of the time and energy 
of the general practitioner. 

The rather long discussion of psychiatry 
is well done, but it perhaps is not of as 
much general interest as the other subjects. 
The section on respiratory diseases is con- 
cerned only with diseases of the nose, larynx, 
and bronchi, and there is no consideration 
of pneumonia. In the pediatric section, espe- 
cially to be recommended are the discussions 
of cardiovascular malformations amenable to 
surgery and age of choice for elective opera- 
tions in infancy and childhood. There is no 
section dealing with cardiovascular condi- 
tions per se, and there are no chapters on 
neurology or general medicine. 

This is a good text for the busy general 
practitioner because of its practical descrip- 
tions of methods of handling the less serious 
problems in special fields. 

REUBEN F. ERICKSON, M.D. 
Minneapolis, Minnesota 
(Continued on page 71A) 
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New Books Received 





Books and publications received will be listed 
here periodically. Books of special interest to our 
readers will be reviewed later as space permits. 


Bone Diseases in Medical Practice. 1. SNAPPER, 
M.D., 1957. New York: Grune & Stratton, Inc. 
229 pages. Plates. $15. 


Cross National Surveys of Old Age. Report of 
a conference at Copenhagen, October 19 to 
23, 1956. Ann Arbor: The Division of Geron- 
tology, University of Michigan. 77 pages. $2. 


Digitalis. E. GREY DIMOND, M.D., editor, 1957. 
Springfield: Charles C Thomas. 246 pages. 
Illustrated. $7. 


Directory of Services for the Chronically Ill 
of Greater Cleveland. Cleveland: The Acad- 
emy of Medicine of Cleveland and the Wel- 
fare Federation of Cleveland, Committee of 
Special Health Organizations. 108 pages. 
$3.50. 


Disabilities and How To Live With Them. 
True stories written by 55 patients. London: 
The Lancet Limited. 243 pages. $1.45. 


Diseases of the Heart. CHARLES K. FRIEDBERG, 
M.D., 1957. Philadelphia: W. B. Saunders 
Company. Second edition. 1161 pages. Illus- 
trated. $18. 


Diseases of the Skin. RICHARD L. SUTTON, JR., 
M.D., 1956. St. Louis: C. V. Mosby Company. 
Eleventh edition. 1479 pages. Illustrated. 
$29.50. 


Drugs: Their Nature, Action, and Use. HARRY 
BECKMAN, M.D., 1958. Philadelphia: W. B. 
Saunders Company. 728 pages. Illustrated. 
$15. 


Free Time: Challenge to Later Maturity. 
WILMA DONAHUE, WOODROW W. HUNTER, DORO- 
THY H. COONS, and HELEN K. MAURICE, editors, 
1958. Ann Arbor: University of Michigan 
Press. 172 pages. $4.50. 

General Pathology. siR HOWARD FLOREY, edi- 
tor, 1958. Philadelphia: W. B. Saunders Com- 
pany. Second edition. 932 pages. Illustrated. 
$15. 


Human Protein Requirements and Their 
Fulfillment in Practice. J. ©. WATERLOW and 
J. M. L. STEPHEN, editors, 1957. Proceedings 
of a conference at Princeton. New York: Co- 
lumbia University Press. 193 pages. $2. 


Hypertension. Volume VI. Mineral Metabo- 
lism. ERIC OGDEN, M.D., editor, 1958. American 
Heart Association’s Proceedings of Their 
1957 Council on High Blood Pressure Re- 
search. 109 pages. Ilustrated. $2.50. 


The Impact of Antibiotics on Medicine and 
Society. Institute of Social and Historical 
Medicine. Monograph II. 1AGO GALDSTON, 
M.D., 1958. New York: International Univer- 
sities Press. 222 pages. $5. 
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An Evaluation of Functional 
Psychoses in Old Age 

W. S. WILLIAMS and E. G. JAco. Am. J. Psy- 

chiat. 114: 910-916, 1958. 

Not all instances of psychoses appearing after 
the age of 60 are a result of anatomical 
changes within the brain. The incidence of 
functional psychosis varies from 7 to 70 per 
cent in psychotic patients, depending on the 
area or institution surveyed. A higher pro- 
portion of psychosis in patients over the age 
of 60 is deemed functional in private and 
teaching hospitals than in public hospitals. 

Functional psychosis is usually character- 
ized by symptoms of depressed mood. Over 
one-fourth of the cases of psychosis occurring 
in patients over 60 in a statewide survey in 
Texas were found to be functional in origin. 
The state survey encompassed three ethnic 
groups: Anglo-American, Spanish-American, 
and Negro. 

Functional psychosis after age 65 was high- 
est in the Anglo-American group and highest 
in urban areas. Men generally were affected 
more often than women. The marital status 
affected the incidence, with highest rates in 
both sexes in the divorced group and a pro- 
gressively decreasing incidence in separated, 
single, widowed, and married persons. 

Variations occur within ethnic groups, as 
shown by the lower rate in single or sepa- 
rated male Negroes and a higher rate in 
female Negroes who were single or separated. 
Analysis by occupational classes showed that, 
in men, the incidence was highest in manual 
workers, followed by the professional and 
semiprofessional classes. In women, the pro- 
fessional and semiprofessional workers had 
highest incidence, followed by persons em- 
ployed in selling services. 

The importance of this survey is the dem- 
onstration of the nonrandom distribution of 
psychosis in the older age groups. If the 
brain lesions were primarily anatomical, the 
distribution should tend to be random. The 
apparent influence of social factors, such as 
marital status, sex, ethnic group, and occupa- 
tion, on the incidences suggests a close rela- 
tionship between mental illness in the aged 
and social factors. 
social aging and the atttiudes of our society 


Che implication is that 


toward the less productive and active mem- 





bers relegates the oldsters to a dependency 
status and that psychosis may result from the 
unsuccessful attempts of the individual to 
cope with the effects of aging. 

Thus, senility may be, in a sense, func- 
tional. The aspects of role obsolescence and 
forced dependency with loss of personal 
identity should be carefully evaluated in all 


o 
ig 


ed psychotic patients. 


Effect of Some Hormones on Calcium 
Balance in Elderly Subjects 
G. TORO, P. G. ACKERMANN, and wW. B. KOUNTZ. 
Proc. Soc. Exper. Biol. & Med. 97: 819- 
821, 1958. 
Increased calcium requirements in the aged 
make it likely that such subjects will be in 
negative calcium balance on an ordinary 
The addition of vitamin D to an ade- 
quate diet increases calcium retention. The 
administration of insulin or ACTH does 
not increase calcium retention. With thy- 
roid and cortisone therapy, the average cal- 


diet. 


cium balance becomes less negative. Estrogen 
causes only a slight increase in calcium re- 
tention. Only the administration of andro- 
gen or androgen plus estrogen causes any 
significant increase in calcium retention. 

In 5 subjects aged 69, 70, 72, 76, and 88 
who were free from acute or infectious di- 
calcium balance determined for 


sease, was 


six to eight weeks prior to the administra- 
tion of e hormone. The 

then administered and calcium balance 
again determined. After the hormone was 
discontinued, an adjustment period, usually 
allowed 
hormone was administered. Dosages of hor- 


ach hormone was 


two weeks, was before the next 
mones were 30 mg. thyroid daily for sixty 
10 units of protamine zinc insulin 
daily for thirty days; 100 mg. cortisone daily 
for forty days; 30 mg. ACTH daily for thirty 
days; estrogen—l mg. estradiol benzoate in 
oil intramuscularly twice weekly for sixty 
days; androgen—30 mg. testosterone daily 
for thirty days; and estrogen plus androgen 
—20 mg. testosterone daily plus 1 mg. estra- 


days; 


diol benzoate twice weekly for thirty days. 
There are variations in balance 
in a given individual during base periods 


calcium 
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which are as great as any changes during 
hormone administration. 

No hormone except testosterone causes a 
significant increase in calcium retention. 
No hormone caused a decrease in calcium 
retention. 


Medicinal Therapy of 
Parkinson’s Disease 

L. J. DOSHAY. Mississippi Valley M. J. 80: 

147-152, 1958. 

The early management of patients with 
Parkinson’s disease may prove highly gratify- 
ing since the patient does not expect mira- 
cles and appreciates any improvement in 
physical condition. Diagnosis is generally 
made by inspection. The masked facies, slow 
movement, and rhythmic spontaneous tremor 
of the limbs accurately establish the diag- 
nosis. The steadily increasing age range af- 
fected by parkinsonism presents many new 
problems in drug intolerance and other 
aging complications. 

The handling of the patient is unusually 
critical in a chronic, slowly progressive dis- 
order, and a complete orientation to the 
favorable aspects of Parkinson’s disease will 
help the patient maintain hope and achieve 
satisfactory results from drug therapy. ‘The 
patient should that paralysis, 
loss of sight or hearing, or mental symptoms 
are not a part of parkinsonism. Regular 
monthly checks on the effect of medication 
and control of side effects demonstrate the 
physician’s interest and 
couraging attitude. 

Symptomatic control of rigidity, tremor, 
sluggishness, and 


understand 


establish an en- 


fatigue are readily ob- 
tained with the large variety of synthetics 
currently available. Unfortunately, the drugs 
create many uncomfortable and disturbing 
side effects; therefore, a compromise of de- 
sired result minimum of side reac- 
tions is the physician’s aim. Artane is ef- 


with a 


fective against both rigidity and tremor, but 
the newer Pagitane and Kemadrin achieve 
similar results with less dry mouth and 
blurred Cogentin and Disipal are 
effective against muscle spasm and 
rigidity. Chlorpromazine, 25 to 50 mg. at 


vision. 
most 


bedtime, is effective for control of insomnia. 
Frequent changes of dosage or medica- 
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tion are desirable to sustain patient interest, 
avoid drug tolerance, or manage side re- 
actions. Many medications are available to 
achieve special desired effects, and the out- 
look for future effective preparations is very 
bright. 


Breast Cancer in Connecticut: 1935-1953 
A. J. RYAN, M. H. GRISWOLD, E. B. ALLEN, R. 
KATZENSTEIN, R. GREENBERG, J. KEOGH, and 
C. WILDER. J.A.M.A. 167: 298-307, 1958. 

A statistical analysis of 8,396 cases of micro- 

scopically proved breast cancer covering a 

nineteen-year period in the state of Connecti- 

cut revealed that women are seeking treat- 
ment for breast cancer earlier, that the treat- 
ment is more radical, and that the cure rate 
is improving. The number of patients sur- 
viving five years after the diagnosis has in- 
creased from 46.3 per cent to 51 per cent. 

The improved survival rate occurred in the 

group with regional metastasis. A consistent 

failure of about 30 per cent of the patients 
thought to have localized cancer to survive 
five years still occurs. 

Radical results in more 
survivals than limited surgery. Radical mas- 
tectomy with postoperative radiation, how- 


surgery alone 


ever, produced the greatest improvement in 
the survival rate and should be the pro- 
cedure of choice in acceptable patients. Hor- 
monal and other forms of supplemental 
treatment were not analyzed. 

The outlook for a younger woman is no 
worse in terms of survival than for an older 
woman. The menopausal period does not 
result in reduced survival. Regional and re- 
mote metastasis occurs more frequently in 
the middle age group. The incidence of 
cancer of the breast has doubled in the age 
group above 75 years. A woman with cancer 
in one breast is five times more likely to 
have cancer develop in the other breast 
than one who has not had breast cancer, 
and she is one and a half times more likely 
to have cancer develop in one of the genital 
organs during her lifetime. 


Retirement Problems 
H. A. RUSK and E. J. TAYLOR. J. Chron. Dis. 
7: 444-446, 1958. 
Purposeful activity under the ceiling of stress 
not only absorbs anxiety but also prevents 
both physical and emotional deterioration. 
(Continued on page 78A) 
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than 14,000,000 men and 
women have reached the arbitrarily selected 
age of 65, which is used by most organiza- 
tions as a basis for retirement. Their number 
is increasing at more than 400,000 a year. 
Another 100,000 or so will retire earlier 
voluntarily or because of relatively minor 
disabilities. Retirement for the majority will 
be a difficult and unhappy period of read- 
justment, with loss of needed income and a 
lowered standard of living. 

Many communities have recognized the 
value of Golden Age, Senior Citizens, and 
similar organizations designed to provide 


Today more 


either income-producing or leisure time ac- 
tivities for older people. More recently, how- 
ever, communities and industry are recog- 
nizing that the retirement 
problems is before retirement. 


time to solve 

A company program begins with a series 
of group meetings at which half of the time 
is spent in over-all discussion and the other 
half in discussion of actual cases of “before 
and after” retirement situations. One inter- 
esting value of such retirement preparation 
programs is a subsequent strengthening 
among key personnel of desire to train their 
successors because they themselves have de- 
veloped attractive alternatives of their jobs. 
This is in contrast to the letdown in the job 
interest that occurs with many employees a 
year or so before they retire. 

(mong those preparing to retire, financial 
planning, how to occupy time, where to live, 
personal health, and living arrangements are 
considered the most important aspects of re- 
tirement which should be planned. 


Methocarbamol—New Agent in 
Treatment of Neurological and 
Neuromuscular Diseases 

A. M. A. 160-163, 


D. S. O'DOHERTY. J. 167: 


1958. 
\n agent which will reduce spasticity, rigidi- 
ty, and muscle spasm as well as prevent the 
formation of contractures in neuromuscular 
diseases has long been sought. The search 
has been more difficult because of the ina- 
bility to evaluate agents of this type adequate- 
ly, except on a clinical basis. Likewise, many 
drugs are effective clinically in reducing 
spasticity for short periods but fail to pro- 
vide an effective therapeutic agent which 
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should have a long effect and minimal side 
effects and be available in an oral prepara- 
tion. 

Methocarbamol (Robaxin) is a new agent 
which produces a prolonged relaxing effect 
on skeletal muscle. A dosage of 1 to 4 gm. 
daily in divided doses is used. 

In clinical studies, methocarbamol pro- 
duces excellent results in alleviating the 
muscle spasm of herniated lumbosacral disk 
and acute fibromyositis caused by either 
trauma or inflammation. A moderate de- 
crease in the spasticity of patients with mul- 
tiple sclerosis, primary lateral sclerosis, trau- 
matic cord disease, and heredofamilial de- 
generative disease is also effected. Metho- 
carbamol is moderately effective in reducing 
the incoordination found in such spinocere- 
bellar and cerebellar diseases as multiple 
sclerosis and heredofamilial degenerative dis- 
ease. The contractures of muscular dystrophy 
and rigidity of parkinsonism are not materi- 
ally benefited by this drug. 


Psychiatric Problems of the Aged 

H. E. cLow. M. Clin. North America 42: 

791-803, 1958. 

Perhaps as many as 50 per cent of aged peo- 
ple now admitted to mental hospitals with 
a diagnosis of psychosis with cerebral arterio- 
sclerosis or senility with relatively mild symp- 
toms might well be cared for at home or in 
the infirm wards of a general hospital. 

Psychoneurotic problems are common in 
general medical practice. Attempts at logical 
interpretation of difficulties or criticism may 
reinforce the complaints of worry, depres- 
sion, or tension. Frequently, simple interest 
and support, especially when directed at 
outside activities, may adequately relieve 
such symptoms. 

The functional 
psychosis of the aging is the involutional 
psychosis, melancholia. Hospitalization is re- 
quired for the treatment of this severely de- 
pressed, agitated, and characteristically sui- 
cidal condition. Electroshock therapy helps 
terminate the condition. 

Even when a patient has considerable 
brain damage, effective psychotherapeutic 
relationships can be established with aged 
persons, and good results can ensue. Rela- 
tions between the patient and physician are 
the sheet anchor of treatment in the aging. 

Efforts of the physician to create interests 
and stimulate activity in the outer world are 


most common type of 
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frequently adequate to alleviate many intro- 
spective anxieties. 

Recreational programs, adult education, 
library facilities, Golden Age clubs, com- 
munity day centers, old age canteens, church 
clubs, and similar lay activities are all help- 
ful to patients. Encouragement from physi- 
cians helps stimulate formation of such 
groups in a community. 

Chlorpromazine is most generally found 
useful in psychoses of the aged. The patient 
is not made groggy but becomes quieted, 
calm, and clear and can be more responsive 
to program and other therapies. 


Keratosis Senilis 

H. PINKUS. Am. J. Clin. Path. 29: 193-206, 

1958. 

Cellular mitosis in the skin occurs in the 
basal-cell layer and in the adjacent stratum 
of the prickle-cell layers. The maturing cells 
gradually move upward, finally forming the 
keratinized cells of the outermost skin layer. 
In senile keratosis, the vertical succession of 
generations of cells is replaced by a lateral 
sliding of cells over and under each other. 
The regulated balance between growth of 
skin epithelium and the epithelium of the 
skin adnexa is disturbed, leading to func- 
tionally inadequate cells with increased pro- 
liferative tendencies. 

Senile keratosis must be distinguished from 
senile warts. Senile warts are always in the 
form of a cutaneous papilloma which con- 
sists of well ordered epidermal cells without 
anaplasia and manifests hyperkeratosis. ‘The 
basal layer is well-preserved, and there is no 
atypical budding. Dermal inflammatory re- 
sponse is lacking. 

The signs of beginning invasion include 
atypical budding of the epidermis between 
the skin appendages, extending deeper to 
involve the reticular area of the dermis; deep 
invasion by the cellular aggregates surround- 
ing the adnexa; and epithelial growth over 
the hair follicle, sweat gland, and sebaceous 
gland openings. 

In diagnosis of carcinoma in situ, there is 
always a sharp delineation between normal 
and abnormal epithelium, suggesting a uni- 
cellular origin. The descendants of the ab- 
normal cell have heritable changes leading 
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to malignancy. Other skin lesions to be diff- 
erentiated include basal cell epitheliomas, 
superficial inflammatory dermatitis, and 
lupus erythematosus, all microscopically dis- 
tinct lesions. 


Hormone-Independent Cancer 
of the Prostate 
R. C. GRAVES, R. E. DESAUTELS, and S$. WARREN. 
Tr. Am. A. Genito-Urin. Surgeons 49: 48- 
56, 1957. 
Although most prostatic neoplasms are 
androgen-dependent for their continued 
growth, a small but significant percentage of 
cases do not respond to hormonal therapy. 
Characteristics of normal adult tissue are 
found in most tumors of the prostate. This 
factor may account for the customary hor- 
mone dependence of such carcinomas. As far 
determined, the undiffer- 
entiated tumors, particularly the epidermoid 


as can be very 
variant, show no change in growth with 
estrogen therapy and orchiectomy. However, 
it is not possible to establish a definite pat- 
tern between the histologic appearance and 
the response to hormonal therapy. 

No differences in hormone concentrations 
or biochemical composition have been dem- 
onstrated in the male with carcinoma of the 
prostate and a normal male of similar age. 
Therefore, it cannot be determined as yet 
whether the endocrine changes with aging 
contribute to the production of prostatic 
carcinoma. However, it does seem that less 
acid phosphatase is produced by the imma- 
ture types of tumor than by the more differ- 
Due to the variation 
in response of prostatic neoplasms, hormonal 
therapy should not be substituted for total 
prostatectomy. 


entiated carcinomas. 


Observations on Possible Factors 
Responsible for the Sex and Race 
Trends in Cardiovascular-Renal 
Mortality in the United States 

I. M. MORIYAMA, T. D. WOOLSEY, and J. 

STAMLER. J. Chron. Dis. 7: 401-412, 1958. 
The term, cardiovascular-renal diseases, is a 
broad grouping of several specific disease 
entities of different etiologies. Included in 
this grouping are arteriosclerotic heart dis- 
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ease, coronary artery disease, hypertension, 
cerebrovascular disease, rheumatic heart dis- 
ease, heart disease in pregnancy, and so on. 

During the period 1920 to 1955, there has 
been an increasing mortality rate from major 
cardiovascular-renal disease in white males 
between the ages of 35 and 64. On the other 
hand, there has been a continued gross de- 
cline in death rates for white females. A 
large part of the differential in the cardio- 
vascular-renal death rates for white females 
and white men is due to the higher mortality 
from arteriosclerotic heart disease among 
the males. 

During the thirty-five-year study period, 
the death rates for nonwhites have been 
consistently higher than those for whites. 
The nonwhite population exhibits no gross 
tendency to develop a sex differential in 
mortality rates. The cause for the higher 
death rate for nonwhites as compared with 
whites is due to greater incidence of hyper- 
tensive disease and cerebrovascular disease 
among the males. Among the females, the 
rates are higher in the nonwhites for all of 
the circulatory and kidney diseases. 

Several factors are suggested as contribut- 
ing to these trends and differences. ‘The 
greater consumption of animal fats, the de- 
creased expenditure of physical energy, and 
the tendency to greater psychologic stresses 
and strains are factors that might contribute 
to the higher incidence of coronary artery 
disease in white males. In contrast, there is 
the emphasis on the slim figure for females 
and the decline in occupational, socioeco- 
nomic, and psychologic problems. ‘The high- 
er over-all cardiovascular-renal death rates 
in nonwhites are attributed in part to poorer 
medical care in the south and southwest. 


Thromboangiitis Obliterans: 
A 30-Year Study 

F. V. THEIS. J. Am. Geriatric foc. 6: 

116, 1958. 

Correction of the blood abnormalities, the 
circulatory deficiency, and the infection in 
the extremities will help reduce the active 
stage of thromboangiitis obliterans as well 
as avoid major amputations and improve the 
long-term prognosis. 

The occurrence of atherosclerosis in young 
individuals is relatively common. Hemor- 
rhage from newly formed capillaries in ather- 
omata may eventually lead to superficial 
necrosis with thrombosis and occlusion of 


106- 
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the arterial lumen. Organization of each 
new hemorrhage or small mural thrombus 
incites further fibroblastic activity with for- 
mation of new capillaries and recurrent 
hemorrhages and thrombi. Typical lesions 
of thromboangiitis obliterans will thus con- 
tain giant cells, hemosiderin, and blood pig- 
ments. The thrombus then becomes progres- 
sively enlarged by recurrent deposits and 
finally organizes into a dense mass of col- 
lagenous tissue. 

Since altered changes in the blood may be 
a factor in the general atherosclerotic proc- 
directed toward 
decreasing the clotting tendency of blood 
and reducing thrombus formation. A low fat, 
low cholesterol, and low caloric diet is pre- 
most 


ess, treatment should be 


ferable since, after clinical recovery, 
patients tend to become obese with varying 
elevations of serum cholesterol levels. 

Peripheral circulatory deficiency may be 
improved by discontinuance of smoking, the 
use of vasodilating drugs, or by lumbar 
sympathectomy. 

With deficient circulation, proper foot and 
skin hygiene is important in controlling in- 
fection and gangrene. Antibiotics should be 


judiciously used. 


Diabetic Acidosis: Some 
Principles of Treatment 
M. A. Georgia 47: 


C. F. GASTINEAU. J. 183- 


185, 1958. 

Diabetic acidosis is still a frequent occurrence 
despite the availability of better insulin and 
ereater efforts in the education of the dia- 
betic patient. Patients with moderately 
severe acidosis will survive if treated by any 
of several methods, but, in those with severe 
acidosis, the treatment must be adapted to 
the precise needs at the moment. 

Insulin is the immediate requirement and 
shou!d be administered initially in doses 
proportional to the severity of the acidosis. 
The initial blood sugar value is not a good 
guide to the insulin requirement, but sub- 
sequent insulin dosage will depend on the 
blood sugar concentration. The initial in- 
sulin dose will be between 100 to 400 units, 
and, not infrequently, the total amount 
given will exceed 1,000 units. 

A moderately hypotonic solution of sodi- 
um and chloride should be employed during 
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the first two to three hours of therapy. This 
solution can be made by adding a 40 mEq. 
ampule of sodium lactate to 1 liter of 0.45 
per cent NaCl solution, thus producing a 
solution of 75 mEq. of NaCl, 40 mEq. of 
sodium lactate, and 115 mEq. of sodium per 
liter. 

Within a few hours after insulin begins 
to act, plasma phosphorus and _ potassium 
levels fall. Caution should be used in the 
administration of potassium, but 50 to 200 
mEq. of potassium as buffered potassium 
phosphate may be given intravenously over 
a period of six to twelve hours, beginning 
two to three hours after the inital insulin 
treatment. 

Serum potassium levels should be deter- 
mined and the rate of administration modi- 
fied accordingly. As the level of glucose in 
the blood falls during the later hours of 
treatment, glucose must be administered to 
prevent hypoglycemia and to serve as a 
source of energy. Fructose offers a theoretic 
advantage over glucose in that it has an 
“insulin-sparing” effect. It shares with glu- 
cose the disadvantage of increasing diuresis 
and cellular dehydration if administered 
early in the course of treatment. Interpreta- 
tion of blood sugar levels may be more difh- 
cult with fructose therapy. 


Cardiac Function and Disease on Acute 
and Chronic Exposure to Altitude 
L. E. LAMB. GP 17: 88-93, 1958. 


\cclimatization to an environment of high 
altitude results in physiologic changes in 
body function different from those noted at 
sea level. The high-altitude man has circu- 
latory responses similar to those of a well- 
trained athlete. 

At 15,000 feet above sea level, oxygen pres- 
sure is decreased, resulting in an oxygen 
deficit, which, when sufficient, alters body 
functions. Due to a decreased density of air 
at ‘this elevation, increased ventilation is 
achieved by increasing respiratory rate, re- 
sulting in increased alveolar oxygen pressure 
and decreased CO, pressure. Respiratory 
alkalosis is prevented by reducing the level 
of base HCO, in the plasma, which also de- 
creases the buffering capacity of the body. 
An increased vital capacity and increased 
maximum breathing capacity are noted in 
normal acclimatized persons residing at this 
elevated altitude. 

A decreased affinity of hemoglobin for 

(Continued on page 86A) 
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should be advised to reside near sea level 
oxygen results from ventilatory alterations altitudes. 
which is compensated for by a great increase 
in total hemoglobin. Elevations in hema- 
tocrit and total blood volume occur with Sntonrvemke® Mesiterwiiis tie 
little change in plasma volume. More efh- : Pe i 
cient utilization of oxygen at the tissue level the Geriatric Patient 
occurs. Persons living at this high altitude E. A. SMOLIK and F. Pp. NASH. J.A.M.A. 167: 
are physically larger and have greater en- 931-935, 1958. 
durance. Compensatory adjustment consists 
of increase in cardiac output, decreased heart 
rate, increased heart size, and drop in blood 
pressure. 
The nonacclimatized person shows respira- 


With an increasing life span, more arterio- 
sclerotic intracranial aneurysms can be ex- 
pected to occur as a result of the vascular 
degenerative changes of the aged. Unendur- 
ieee sdkeiaacions nt GOD tock, iene te able pain and advancing neurologic deficits 
cardiac output and pulse rate at 12,000 feet, mae Win - eter sag momen 
and a tendency to circulatory collapse at Cerebral angiography is required to es- 
18,000 feet. These facts have a direct bearing 
on the problems of air travel or living at ° : : 
high altitudes for elderly people and patients 38 performed under thiopental anesthesia. 
with cardiac or pulmonary disease. Although The injection of a 50 per cent diatrizoate 
each patient presents an individual problem, solution as the contrast medium is a safe 
air travel by patients with anemia, a recent — procedure in the elderly person. 

myocardial infarct, and, especially, cor pul- Carotid ligation may be successfully em- 
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ployed in the aged patient with intracra- 
nial aneurysms. ‘The Poppen-Blalock clamp 
is used for a staged occlusion of the com- 
mon carotid artery. During the course of 
carotid occlusion, patients receive high con- 
centrations of cooled oxygen and whole 
blood transfusions as needed to increase 
the oxygenation of the brain tissue. Lib- 
eral amounts of vitamin B, glucose paren- 
terally, and papaverine intramuscularly 
supplement the therapy. 


Abdominal Surgery in the Aged 


L. F. WILKINS and Cc. D. KNIGHT. Arch. 

Surg. 76: 963-968, 1958. 
Abdominal surgery in the aged carries a 
significantly greater operative mortality than 
similar procedures in younger patients. 

The operative mortality of 307 intra- 
peritoneal operations performed on 274 
patients over 65 years of age was 16.6 
per cent as compared to 2.1 per cent for 
all types of general surgical procedures 
during the same time period. The mortal- 
ity rate for nonemergency operations was 
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tient, brightens his outlook fast, con- 
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11.1 per cent as compared to 26.8 per 
cent for emergency procedures in aged 
patients. The effect of increasing age on 
surgical mortality demonstrates a mortali- 
ty rate of 13.5 per cent for patients be- 
tween 65 and 75, which rises to 23.1 per 
cent for patients over 75. Coexisting dis- 
ease does not appear to affect mortality 
to any great degree since almost one-half 
of the total fatalities were caused by com- 
plications which were unrelated to the 
surgical disease. ‘The presence of uremia 
is of ominous prognostic significance. The 
finding of azotemia should be carefully 
evaluated, for elevation of the blood urea 
nitrogen and creatinine suggests, despite 
adequate therapy, an outlook so poor that 
even the performance of life-saving  sur- 
gery may be unwarranted. 

Many older patients have poor physical 
reserve even though they appear to be 
fair to good surgical risks. This contrib- 
utes considerably to morbidity and mor- 
tality. The high mortality following emer- 
gency surgery should prompt postpone- 
ment of the operation until the patient is 

(Continued on page 88A) 
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in optimal condition. Elective surgery in 
the aged patient may be justified in order 
potential causes for 


to eradicate emer- 


gency procedures such as_herniorrhaphy, 
cholecystostomy, and so forth. 

Certain major 
which may minimize the ‘operative mor- 
tality in the aged patient are (1) restora- 
tion or 


factors of importance 


maintenance of a normal blood 
volume, (2) infection, (3) 
judicious use of antibiotics, (4) control of 


avoidance of 


fluids and electrolytes, and (5) careful eval- 
uation of coexisting disease. 


Effects of Breathing Exercises on 
Pulmonary Emphysema 


J. B. REDFORD. Arch. 
357-365, 1958. 


Phys. Med. 39: 


Permanent changes in lung volume, expira- 


tory flow rate, or mixing efficiency cannot 


o 
1g 





be produced by breathing exercises. The 
loss of lung elasticity cannot be reversed. 
Temporary improvement in efficiency may 
be experienced as exercises are practiced. 
In the emphysematous patient, the func- 
tional residual capacity is increased and 
the velocity of expiratory outflow and the 
mixing efficiency are reduced. 

Breathing exercises produce expiration 
instead of inspiration as the active phase. 
Because of the involuntary nature of res- 
piration, it is difficult to believe that the 
emphysematous patient can be taught to 
maintain expiration as the active phase of 
respiration. This type of respiration can 
be used to recover from overexertion. The 
exercises decrease the amount of mechan- 
ical work required in raising the thoracic 
cage. Subjective improvement from breath- 
ing exercises greatly exceeds the improve- 
ment in measurable pulmonary function. 

The main emphasis should be on the 
importance of living within the physical 
bounds imposed by the and the 
upon exercises for recovery 


disease 
dependence 
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from dyspnea when the bounds are exceed- 
ed. 


The Pituitary and Adrenal Glands of 
Elderly Mental Hospital Patients 
With and Without Hypertension 


M. K. BEATTIE and M. A. HEASMAN. J. 

Path. & Bact. 65: 83-94, 1958. 

A study of the weight and histologic feat- 
ures of the pituitary and adrenal glands 
of elderly mental patients with regard to 
age, sex, hypertension, and renal disease 
revealed a significant enlargement of the 
adrenal glands in patients with hyperten- 
sion. In those cases of hypertension where 
the adrenal glands were not enlarged, the 
kidneys were usually grossly pathologic or 
greatly reduced in weight. Sudanophilic- 
staining and birefringent material were 
significantly increased in the adrenal glands 
in patients with hypertension. 

Adrenal enlargement was not found to 
be associated with cardiac hypertrophy due 
to chronic valvular disease where hyper- 
tension was not an additional factor. This 
suggests that increased heart work is not 
an important etiologic factor in adrenal 
enlargement associated with hypertension. 
With advancing age, the weight of the 
adrenal glands appears to decrease in both 
sexes in cases of hypertension but not in 
normotensive patients. 

Heavier pituitary glands are noted in 
females as compared to males, whereas 
normotensive males have heavier adrenal 
glands than females with gross kidney di- 
sease. The results of this study support the 
hypothesis of a pressor substance elaborated 
by the adrenal cortex in essential hyper- 
tension. 


Experimental Ligation of the Internal 
Mammary Artery and Its Effect 
on Coronary Occlusion 
D. C. SABISTON, JR., and A. BLALOCK. Sur- 
gery 43: 906-912, 1958. 
In dogs, ligation of the internal mammary 
artery produces little increase in blood 
flow and does not protect against myo- 
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With this refreshing new approach, Dr. E. V. Cowdry in his new book, THE 
CARE OF THE GERIATRIC PATIENT, reveals a mass of new accumulated data 
concerning the care of the elderly—and particularly those aspects designed to 
keep geriatric patients well and active as long as possible. 

Discarding the complacent attitude that aging and the resulting suffering are 
but natural in older people, the author prepares for the problem of caring for 
the geriatric patient by anticipating the medical problems likely to be faced by 
older people and by working with them in the prevention of their development 
insofar as possible. This is “anticipatory medicine.” 
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every condition and advises you of the preferred treatment based upon the author's 
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The problems of the ambulatory patient; side effects of drugs; graphology, 
emotions and disease; ultrasonic therapy, and the economic conditions of old age 
are some of the currently important topics a in the completely rewritten 
6th edition. 
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cardial ischemia. Although communica- 
tions between the coronary and _ systemic 
circulations are known to exist, the volume 
of blood flowing between these two chan- 
nels in man is unknown. Branches of the 
coronary artery anastamose. with vessels 
in the mediastinum, diaphragm, parietal 
pericardium, and hila of the lungs. Atrial 
branches and coronary branches to _peri- 
cardial fat communicate with pericardio- 
phrenic branches of the internal mammary 
artery. 

The possible value of internal mammary 
artery ligation as a means of increasing 
myocardial blood supply in coronary ar- 
terial insufficiency was assessed in dogs. 
Soon after internal mammary artery liga- 
tion in the second intercostal space in nor- 
mal dogs, blood flow in the artery averages 
2.7 cc. per minute. Assuming the entire 
blood flow goes to the heart, only a small 
fraction of coronary arterial flow would 
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be supplied. Average backflow from the 
internal mammary was 0.5 cc. per minute, 
and backpressure was 43 mm. Hg. A 
month later, average flow increased only 
to 2.9 cc. per minute, backflow to 0.8 cc. 
per minute, and backpressure to 48 mm. 
Hg. When, in addition to internal mam- 
mary ligation, each of the subclavian 
branches was ligated at origin, internal 
mammary flow was 10.0 cc. per minute, 
backflow 9.5 cc. per minute, and_back- 
pressure 73 mm. Hg, an average of forty- 
six days after surgery. The experimental 
animals, including the dogs with subclav- 
ian ligation, were not protected against 
death by tying off the anterior descending 
coronary artery. 

Injection of the internal mammary ar- 
tery with India ink revealed small arteri- 
al channels to the heart along the great 
vessels. The channels did not increase in 
size appreciably with internal mammary 
artery ligation. Microscopic sections of 
great vessels near the heart showed ink 
in small arteries in the adventitia but only 
traces of contrast medium in the larger 
myocardial arteries. 









Bronchodilator 


and Expectorant 


— four-in-one 
— prompt 
— long-lasting 


— economical 


Dosage: 1 tablet every 3 or 4 hours. 
Children 1% tablet, 3 times a day. 
Available on prescription only. 


Quadrinal, Phyllicin®, E. Bilhuber, Inc. 










hydrochloride ¥% gr. 
Phenobarbital Ye gr. 
Phyllicin 2 grs. 

(Theophylline calc. sal.) 
Pot. lodide 5 grs. 


KNOLL PHARMACEUTICAL COMPANY 


Orange, New Jersey 








 & 
































glucosarhing potentiated tetracycliné 


IN RESEARCH 


1. HIGHEST TETRACYCLINE SERUM LEVELS ** 
2. MOST CONSISTENTLY ELEVATED SERUM-LEVELS * 
3. SAFE PHYSIOLOGIC POTENTIATION WITH A NATURAL HUMAN METABOLITE * 


AND NOW IN PRACTICE 


4. MORE RAPID CLINICAL RESPONSE **° 
5, UNEXCELLED TOLERATION***7-* 





COSA-TETRACYN* COSA-TETRASTATIN* COSA-TETRACYDIN* 
glucosamine potentiated tetracycline glucosamine potentiated tetracycline glucosamine potentiated tetracycline- 
ith tati : | Tomr-Tal dial i 
CAPSULES (black and white) wi nystatin FTat-1t-4-t-tomr-Tabdiall-j¢-lasiial-movelgal ele) elare| 
250 mg., 125 mg. CAPSULES (black and pink) CAPSULES (black and orange) 
: 2 . Cosa-Tet ith 250,000 ins: 
ORAL SUSPENSION (orange flavored) ne ; ern each Con ne 
* -u, nystatin) Cosa-Tetracyn 125mg. 
2 oz. bottle, 125 mg. per tsp. (5 cc.) : 
ORAL SUSPENSION Phenacetin 120 mg. 
PEDIATRIC DROPS (orange flavored) (orange-pineapple flavored) 2 oz Caffeine 30 mg. 
tec : ee per drop (100 mg. per cc.) bottle, 125 mg. Cosa-Tetracyn (with papbeessins 8 a. Bee 
euorated cropyear 125,000 u: nystatin) per tsp. (5 cc.) Buclizine H meg. 
e Antibiotic 
For patients susceptible to e Analgesic 
aalelaliit-LMm-1e] l-1elahi-vea d(elam e Antihistamine 


; PFIZER LABORATORIES 
Pfizer) Science for the world’s well-being Division, Chas. Pfizer & Co., Inc. 


Brooklyn 6, New York 


o 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, 
A. W.: Ant. Med, & Clin. Therapy 5:52 (Jan.) 1958. 3. Walch, £.: Dent. Med. Wschr. (April) 1956. 4. Shalowitz, M.: Clin. 
Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, E., and Barsky, S.: 
Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., Bamford, J., and Bradley, W.: Ant. Med. & Clin. 
Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 


“Trademark A-5365-7-8 





IN URINARY 
INCONTINENCE 


Both Infant and Adult 


D / 
CHLORIDE 


METHY! BENZETHONIUM CHLORIDE 0 1% 


OINTMENT 


ANTI-BACTERIAL 
WATER-MISCIBLE 
NON-IRRITATING 


7 years experience 


IN THE TREATMENT AND PREVENTION OF 


AMMONIACAL 
DERMATITIS 


SUPPLIED 


2 oz. tubes 

1 pound jars 
LITERATURE AND 
SAMPLES. ON REQUEST 


HOMEMAKERS PRODUCTS DIV. 
George A. Breon & Co. 
1450 Broadway, New York 18, New York 


96A 





Activities and 
Announcements 


All news and announcements for this department 
should reach the editorial office six weeks before 
publication date. Please direct all communica- 
tions to News Editor, GertaATrRIcs, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Gerontological Society To Hold 
November Meeting 

The eleventh annual scientific meeting of 
the Gerontological Society, Inc., will be held 
at the Bellevue Stratford Hotel, Philadel- 
phia, November 6, 7, and 8, 1958. Co-chair- 
men of the program committee are Dr. War- 
ren Andrew, Winston-Salem, and Dr. Joseph 
T. Freeman, Philadelphia. The subchairmen 
are: Clinical Medicine—Dr. Ewald Busse, 
Duke University Hospital, Durham, North 
Carolina; Biology—Dr. Morris Rockstein, 
Department of Physiology, New York Uni- 
versity, 550 First Avenue, New York 16; Psy- 
chology—Dr. Ethel Shanas, National Opinion 
Research Center, 5711 South Woodlawn 
Avenue, Chicago; and Sociology—Dr. W. M. 
Beattie, Jr., Department of Sociology, Wash- 
ington University, St. Louis. 


Postgraduate Medical Association 
Meeting 

The Forty-Third International Scientific As- 
sembly of the Interstate Postgraduate Medi- 
cal Association will be held November 10 
to 13 at the Auditorium and Hotel Statler 
in Cleveland. Special papers on aging, which 
will be presented November 12, include 
Nutritional Problems of the Aged, by Tom 
D. Spies, M.D.; Arthritic Manifestations Re- 
lating to the Aged, by Philip S. Hench, 
M.D.; and Drug Therapy of Hypertension 
in Old Age, by Robert W. Wilkins, M.D. 
For further information, write to Erwin R. 
Schmidt, M.D., Secretary-Treasurer, Inter- 
state Postgraduate Medical Association, Box 
1109, Madison 1, Wisconsin. 


« 

Conference on Psychosomatic 

Medicine 

The fifth annual meeting of ‘The Academy 
of Psychosomatic Medicine will be held 


October 9 to 11 at the Park Sheraton Hotel 
(Continued on page 98A) 
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in New York City. The program will be 
devoted to The Psychosomatic Aspects of In- 
Medicine and will include formal 
papers, panel discussions, and luncheon con- 


ternal 


ferences. The meeting will be open to mem- 





October 12 to 17—American Academy of 
Ophthalmology and Otolaryngology, Palmer 
House, Chicago. 

October 19 to 24—American Occupational 
Therapy Association, annual conference, Ho- 
tel New Yorker, New York City. 

October 19 to 25—American College of 
Gastroenterology, Jung Hotel, New Orleans. 


bers of all scientific disciplines as well as to 


psychologists, social 


Further information 


writing to Dr. Bertram B. Moss, Suite 1035, 
55 East Washington Street, Chicago 2. 


Other Meetings of Geriatric Interest 
September 4 to 6—American Association of 
Obstetricians and Gynecologists, The Home- 


workers, 
may 


October 21 to 24—American Dietetic As- 
sociation, forty-first annual meeting, Phila- 
delphia. 


and nurses. 
be obtained by 


October 24 to 26—The American Society 
for the Study of Arteriosclerosis, twelfth an- 
nual meeting, Hotel Whitcomb, San Fran- 
cisco. 


October 24 to 26—American Heart As- 
sociation, annual meeting, Fairmont Hotel, 


San Francisco. 


stead, Hot Springs, Virginia. 


September 22 to 26—National Recreation 


fortieth 
tic City, New Jersey. 


Congress, 


October 13 to 15—National Rehabilitation 
Association, annual conference, George Van- 
derbilt 


Hotel, 







Each scored tablet contains 
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(14% gr.) nicotinic acid 50 
mg. (5/6 gr.) in bottles of 100 
and 500 tablets. Usual dose: 
2 MENIC tablets t.i.d., p.c. 


Literature and samples 
available upon request. 








annual 


Asheville, 


October 27 to 31—American Public Health 
Association, annual meeting, St. Louis. 

November 9 to 12—The First Pan-Pacific 
Conference on Rehabilitation, Sydney, Aus- 
tralia. 


meeting, Atlan- 


North Carolina. (Continued on page 100A) 
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vasodilator 
MENIC combines the mutually enhanc- 
ing action of the effective analeptic, pentylenetetrazole, with the 
proven cerebral vasodilator, nicotinic acid. 

MENIC acts to increase oxygen and blood 
supply to the brain and so helps to overcome the cerebral ischemia 
and hypoxia responsible for many senility symptoms. Produced 
physical, mental and social improvement.! Menic makes possible a 


more comfortable, happier life. 
1. Levy, S.: J.A.M.A. 153:1260, 1953. 
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December 12 to 13—Association for Re- 
search in Nervous and Mental Diseases, Ho- 
tel Roosevelt, New York City. 


Postgraduate Courses 

The University of Texas Postgraduate 
School of Medicine will hold a postgradu- 
ate Medical Problems of the 
Elderly in the auditorium of the Univer- 
sity of Texas M. D. Anderson Hospital and 
Tumor Institute in the ‘Texas Medical Cen- 
ter in Houston October 23 to The 
course will emphasize the nutritional, en- 


course on 


25. 


docrine, cardiopulmonary, neurologic, and 
emotional changes which are characteristic 
of older people. For further information, 
write to the University of Texas, Post- 
graduate School of Medicine, 410 Jesse Jones 
Library Building, Medical Center, 
Houston 25. 


‘Texas 


The New York Academy of Medicine will 
hold its second annual Postgraduate Week 
October 13 to 17 in New York City. The 
program, which is titled Research Contribu- 
tions to Clinical Practice, will consist of daily 
evening lectures, afternoon panel meetings, 
and a scientific exhibit. While nonfellows of 
the Academy are required to register, there 


will be no fee. For further information, 
write to Robert L. Craig, M.D., Secretary, 
The New York Academy of Medicine, 2 


East 103 Street, New York City 29. 
« 
Urology Award 
The Urological Association 


announced an annual award of $1,000 for 
essays on the result of some clinical or lab- 


American has 


oratory research in urology. First prize is 
$500; second prize, $300; and third prize, 
$200. Competition is limited to urologists 
than 
years ago and to hospital interns and resi- 
dents doing The first 
prize essay will appear on the program of 
the forthcoming meeting of the Association, 
which will be held April 20 to 23, 1959, at 
the Chalfonte-Haddon Hall, Atlantic City. 
Further information may be obtained by 
writing to the Executive Secretary, William 
P. Didusch, 1120 North Charles Street, Balti- 
more, Maryland. Essays should be in his 
hands before December 1, 1958. 


(Continued on page 102A) 
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Recognition Awards 

The Senior 65ers, the 600 retired members 
of District 65 of the Retail, Wholesale, and 
Department Store Union, AFL-CIO, held 
their second annual awards ceremony on 
May 28 in New York City. Four of the na- 
tion’s leaders in the field of aging were 
honored for their contributions to the wel- 
fare of senior citizens. Awards were present 
ed to State Senator Thomas C. Desmond, 
recently retired veteran chairman of the 
New York State Joint Legislative Committee 
on Problems of the Aged, one of the first 
legislative bodies in the United States to 
seek ways of expanding services and _ facili- 
ties for the aged by government; Dr. Ho- 
ward A. Rusk, chairman of the Department 
of Physical Medicine and Rehabilitation, 
New York University-Bellevue Medical Cen- 
ter, and noted authority and pioneer in his 
field who has developed new technics for 
rehabilitating the disabled aged; Representa- 
tive Aime J. Forand, author of legislation 
widely endorsed by leading social welfare 
organizations to increase social security bene- 
fits and to extend provisions for medical 
care; and Jean Wallace Carey, Director of 
Division on Care of the Aged, Federation 
of Protestant Welfare Agencies, and pioneer 
in instigating new directions of social serv- 
ices for the aged. 

The third annual senior citizen award 
in the series established by the Schenectady 
Society of Senior Citizens was recently pre- 
sented to Paul Benjamin, president of the 
Senior Citizens Center in Schenectady, form- 
er president of the American Association of 
Social Workers, and New York State repre- 
sentative of the Senior Citizens of America. 
\ candidate for this honor, who should be at 
least 65 years of age and preferably not em- 
ployed, is judged by such criteria as_ his 
record in community service; career as a 
scientist, artist, educator, clergyman, or 
writer; contributions to the welfare of man- 
kind in medicine, literature, science, educa- 
tion, business, or religion; character; devo- 
tion to family; and service to church and 
community. 


& 
Mississippi Council 
Following a series of preliminary meetings, 
the Executive Committee of the Mississippi 


(Continued on page 104A) 











Control tremor and rigidity 


In Parkinsonism Parsidol has proved outstandingly effective for controlling tremor and 


muscular rigidity, the principal impairments in this disease.1; 2 


With Parsidol most patients show rapid, even dramatic improvement—both in major symptoms 
and in gait, posture, balance and speech. Side effects are minimal. Parsidol is compatible with 
all other antiparkinsonian drugs and its effectiveness may even be increased in combination or 
rotation with such preparations as atropine and dextroamphetamine.3 Parsidol improves the 
patient’s emotional perspective, promotes a more optimistic outlook as physical coordination 


and dexterity return. 
Most patients can be controlled with a maintenance dosage of 50 mg. four times daily. How- 
ever, more severe Cases may require up to 600 mg. daily, a dosage level ordinarily well tolerated. 


References: 1. Doshay, L. J.; Constable, K. and Agate, F. J., Jr.: J.A.M.A. 160:348 (Feb.) 1956. 2. Berris, H.: J.-Lancet 74:245 
(July) 1954. 3. Timberlake, W. H. and Schwab, R. S.: N. Eng. J. Med. 247:98 (July 17) 1952. 


PARSIDOL 


hy drochlo ride 


WARNER -CHILCOTT 


Above and right are action pictures, taken 
from a Warner-Chilcott film study, of a 
parkinsonian patient before and after initia- 
tion of Parsidol therapy for major tremor. 
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Council on the Aging recently adopted an 
organizational form, a list of officers, and a 
plan for a paid executive director. The com- 
mittee also made plans for the Council to 
function in the three areas of information, 
coordination, and advisory service. The 
Council, which is composed of representa- 
tives of public and private agencies, is cur- 
rently raising funds and organizing a second 
statewide conference on aging to be held 
September 15 to 17. 


Rhode Island Creates 

New Division on Aging 

\s a result of legislative action by the Gen- 
eral Assembly of Rhode Island in May, the 
Rhode Island Committee on Aging was 
abolished and a Division on Aging was 
created which would inherit the equipment, 
records, and funds of the old committee and 
function as part of the Executive Depart- 
ment. The division will deal specifically with 
health, provision of medical services, voca- 


Tetrad 


a cerebrosomatic 
restorative-stimulant 


Unlike tranquilizers, TETRAD improves 
mental and physical energy, 

supplements decreasing hormonal function and 
improves cerebral circulation and activity. 


R TETRAD for the “past forty” group— 


tional rehabilitation, employment opportuni- 
ties, housing, recreation, adult education, 
and research in academic institutions and 
will make activity reports and recommenda- 
tions every two years. 
s 

Current Studies at Duke University 

The Duke University Regional Center for 
the Study of Aging, which was established 
under provisions of a $1,500,000 grant from 
the United States Public Health Service, re- 
cently released findings from studies made 
on the brain’s electrical activity and age 
awareness. Duke researchers have found that 
electroencephalographic patterns tend to 
slow down in old age and that the occur- 
rence of abnormal brain wave patterns in 
elderly people is related to social and eco- 
nomic status. They found that persons most 
active in community life and intellectual 
pursuits reveal the more normal patterns. 
The research team studying age awareness 
found that, while chronologic or calendar 
age, race, and feeling of health all have a 
bearing on how old a person feels, age 
awareness is not significantly influenced by 


(Continued on page 106A) 
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The Alternating Pressure Pad 


° 4 
“,,.a very effective measure“ 


Eliminates decubitus dangers 
and discomfort 


When debilitated bed- and chair-ridden patients cannot 
easily shift their weight, the resultant ischemia frequently 
produces decubitus ulcers.!»5»5 These gangrenous lesions 
are painful, persistent, and prone to secondary infection.” 


A simple, effective, and time-saving way of promoting 
local circulation in such patients is the use of the Alternat- 
ing Pressure Pad. The APP unit is a special air mattress 





with two series of air cells, alternately inflated and deflated 
every three minutes by automatic mechanical means, 
thereby constantly shifting the pressure points against the 
patient’s skin. Local circulation is encouraged without the 
trouble and discomfort of turning the patient frequent- 
ly..4.6 The APP unit is guaranteed to be safe, simple, 
foolproof. 


wa 


References cited: (1) Gardner, W. J.: J.A.M.A. 154:534, 1954. (2) Anderson, 
W. A. D.: Pathology, p. 89, St. Louis, C. V. Mosby Co., 1953. (3) Sutton, R. L.: 
Diseases of the skin, p. 764, St. Louis, C. V. Mosby Co., 1956. (4) Didvoct, 
J. W.: 886, in Conn, H. F., (ed.): Current Therapy, W. B. Saunders Co., Phila., 
1957. (5) Davidoff, L. M.: 497, ibid. (6) Gardner, W. J. et al.: Arch. Phys, 
Med. Rehab. 578:580, Sept., 1954. 
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the APP unit in your office or hospital. No 
obligation, of course. The APP unit is available 
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one’s actual state of health, surroundings, 
or everyday work and recreational activities. 
Other studies currently underway are con- 
cerned with the influence of emotional states 
on various body processes; postretirement 
adjustment as related to the person’s educa- 
tional background, 
status, and income; dermatologic problems 


religion, occupational 
of elderly people; the role of cholesterol in 
the body and its relationship to atherosclero- 
sis; and the part that physical slowing down 
plays in the social psychologic adjustment of 
the a 


ging person. 
e 


Michigan Publications Program 
The Michigan Society of Gerontology has 
issued the first copy of their new publication, 
Aging in the News, which will appear two 
or more times annually and be devoted ex- 
clusively to Michigan news and views on 
aging. Topics covered will include news of 
the society, community news on aging, re- 
ports from state agencies and colleges and 





medical news, and suggestions 
from members. Also being published are 


Selected Papers on Aging, two of which, 


universities, 


“Hospital and Home Care Programs’ by 
Sidney E. Chapin, M.D., of Dearborn and 
“The Healing Power of the Mind and 
Body” by Russell E. Dicks, D.D., of Duke 
University, have already been distributed 
to members of the Society. Single copies of 
both publications are sent free to all mem- 
bers. 


New Training Program for 

Nursing Home Operators 

A program to provide training for nursing 
home licensees and operators is being de- 
veloped by the Massachusetts Council for 
the Aging, which pioneered in state pro- 
grams to build housing units exclusively for 
the aged. Intensive courses on rehabilitation, 
nutrition, sanitation, medical records, ac- 
counting and management, use of drugs, 
and general nursing care will be made avail- 
able by the Council in cooperation with the 
Department of Public Health, the Federa- 
tion of Nursing Homes, and Boston College. 
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Also included in the new program will be 
the organization of various workshops. 
* 


Eleventh Annual Michigan Conference 


Social Gerontology and Its Applications was 
the theme of the University of Michigan’s 
eleventh annual conference, which was held 
in Ann Arbor June 23 to 25. Included 
among the sponsors were the Federal Coun- 
cil on Aging and the Inter-University Coun- 
cil for Social Gerontology. For the first 
time, social gerontology was given profes- 
sional recognition as an emerging science 
and as a practicing profession. 

In the initial address, Clark Tibbitts, as- 
sistant director of the Special Staff on Aging, 
United States Department of Health, Edu- 
cation and Welfare, said that most aspects of 
aging are best described as a series of changes 
equally applicable in biologic aging, individ- 
ual personality, and societal roles. Bernice 
Neugarten of the University of Chicago’s 
Committee on Human Development reported 
that a survey of 700 middle-aged Kansas City 
residents that middle upper 
class Americans believe middle age is the 
prime of life but that working class families 
feel it is a time of decline. 


showed and 
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Dr. Ewald W. Busse of Duke University 
said that periods of mental depression in- 
crease in frequency and depth among nor- 
mal persons in later life. Quite frequently, 
the events which led to a depressive episode 
reminded the older person of a decline or 
loss of professional or social status. 

A study of aging in rural Pennsylvania 
was reported by Dr. Joseph H. Britton, 
chairman of the Committee for the Study of 
Adulthood at Pennsylvania State University. 
This study showed that criteria of successful 
aging are independent living within one’s 
own home and a capacity for self-care. 

One of the conference highlights was the 
citation of Ernest W. Burgess, emeritus pro- 
fessor of sociology at the University of Chi- 
cago, for distinguished leadership in geron- 
tology. 

2 
Preretirement Program 
To help employees who face retirement with- 
in the next few years, Abbott Laboratories, 
North Chicago, holds weekly meetings on 
the various aspects of retirement. The course, 
which is voluntary, is divided into two groups 
of about 20 persons each who discuss such 

(Continued on page 108A) 
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problems as nutrition, mental health, physi- 
cal health, financial planning, family rela- 
tionships, and so forth. Lectures and films 
are also included in the sessions. 


’ducation for the Older Adult 

Twenty-nine persons recently completed the 
retirement planning course offered by the 
Continuing Education Center at Clemson 
College, Clemson, South Carolina. The five 
two-hour sessions, which were attended by 
many visitors, were concerned with such sub- 
jects as Psychology of Retirement; Senior 
Citizens, Their Adult Children and Grand- 
children; Physical and Nutritional Needs of 
Senior Citizens; Having Fun in Your Com- 
munity; and The Senior Citizen and His 
Community. A follow-up course will be of- 
fered as a result of the response noted on 
the evaluation sheets filled out by the stu- 
dents at the end of the course. For further 
information, write to the course coordinator, 


FOR DAILY CARE 


White’s 
Vitamin 
A and D 
Ointment 






















Dr. Virginia Hardie, 302 South Spring Street, 
Walhalla, South Carolina. 

@ 
New Films Available 
This is My Friend, a twenty-nine-minute, 
black-and-white sound film produced by Al- 
legro Film Productions for the Illinois Cook 
County Department of Public Welfare un- 
der a grant from the Wieboldt Foundation, 
tells the story of the friendly visiting pro- 
gram for the aging, which is part of the 
supplementary service of the public welfare 
agency, under the supervision of the case- 
worker. A print of the film may be pur- 
chased for $125 from Allegro Film Produc- 
tions, 3606 New England Avenue, Chicago, 
or rented for $5 from the Allegro firm or 
the Cook County Department of Welfare, 
160 North LaSalle Street, Chicago. 
Exhibits on Film, which preserve perma- 
nently on full-color filmstrips and records 
some of the most significant scientific ex- 
hibits shown at medical meetings each year 
by research-minded physicians, provide teach- 
ing hospitals, medical colleges, and medical 
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Softens and Protects the dry, 
cracking skin common among 






oldsters. 

Soothes and Promotes Healing 
of indolent ulcers (diabetic, 
decubitus, and varicose ulcers), 






slow healing wounds, burns, 





abrasions, and lacerations. 


also first aid for sunburn and minor wounds 





Supplied in 112 oz. and 4 oz. tubes; 1 Ib. jars 
and 5 lb. containers. 





White Laboratories, Inc. Kenilworth, N.J. 
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UTENSIL BY FASCOLE CORPORATION, N.Y. C 





ESPECIALLY 
DESIGNED 
WITH THE 
ARTHRITIC 


This long, somewhat extraordinary shoehorn, is a boon to 
many arthritics. If a patient has reached this advanced stage, 
it’s a pretty certain sign that Kenacort is needed. 

This is not to say that Kenacort is only for the advanced cases 
of arthritis. Kenacort is useful in all stages of arthritis and 
for the treatment of asthma and allergies, too. Its antirheu- 
matic, anti-inflammatory and antiallergic activity gives 
prompt relief from pain, stiffness, swelling, and limitation 
of motion, often when other glucocorticoids have failed. 
Kenacort is distinctive in this type of therapy because you 
usually accomplish the desired therapeutic result — 


@ with far less gastric disturbance 

w without salt and water retention 

@ without unnatural psychic stimulation 
m ona lower daily dosage range 


Squibb Triamcinolone 


Supplied: 

Scored tablets of | mg. — Bottles of 50 

Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg. — Bottles of 30 and 100 
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Squibb Quality — the Priceless Ingredient 


RENACORT 13 A SQUIBB TRADEMARK 





(Continued from page 108A) 


societies with the opportunity to show prac- 
ticing physicians, faculty, and students se- 
lect exhibits which they may otherwise miss 
and to study the audio-visual technics used. 
\lready available are the first editions fea- 
turing selections from last year’s American 
Medical 
fermation regarding showings and _ library 
ig to Ex- 
hibits on Film, Medical Education Depart- 
Lakeside Inc., Milwau- 
Wisconsin. 


Association meeting. Further in- 


copies may be obtained by writit 
ment, Laboratories, 
kee I, 
The Lengthening Span, a twenty-minute, 
black-and-white available to 
groups without charge from Smith, 
Kline and French Laboratories, Philadelphia, 
Pennsylvania. Originally shown on the 
March of Medicine television program, the 


sound film, is 


Civic 


film reports on recent advances in the field 
of geriatrics and demonstrates a plan for 
living illustrated by pictures of actual ac- 


sound film originally written and produced 
for the Robert Montgomery Presents tele- 
vision program, is recommended to be shown 
to community groups for interpreting the 
value and need for senior activity centers. It 
is also helpful in acquainting members and 
leaders of senior clubs and centers with the 
many activities which can be incorporated 
into their programs. Copies of the film have 
been purchased by the Social Security Ad- 
ministration and are available without 
charge from the regional office. Requests for 
the film should be directed to the local man- 
ager, Social Security Administration, De- 
partment of Health, Education and Welfare. 


EDITOR’S NOTE 

In the article, “Speech and Language Impair- 
ment in the Older Patient,” by Joyce Mitchell, 
which appeared in the July issue of Geriatrics, 
the third line of table 2, page 470, should read, 
“Emotional lability . Sl per cent.” On: the 
same page, the second line of the second para- 
graph, right column, should read, “emotional 
lability (31 per cent)...” 


On page 471, line 3 of the sixth paragraph, left 


tivities and hobbies. Sees 
column, should read, “26 per cent of these 


Such a Busy Day Tomorrow, a fifty-minute patients .. .” 


GLUKOR intramuscularly twice weekly, and 
maintained once weekly or as little as once 
monthly was effective in patients* with im- 


ty 


potence, male climacteric, senility, depression, 
angina and coronary. 


Guiukor, a fortified chorionic gonadotropin, may be 
used regardless of age and/or pathology without side 
effects. GLUKOR has been found to alleviate symptoms* 
of Nervousness, Faticue, IrriraBitiry, INsomMNIA, 
DyspNEA, PALPITATION, and Lack of ENDURANCE. 


esearch 


up Pp lees Literature Available 
Pine Station, Albany, New York 


. effective in refractory cases where other therapy fails. 


*Personal Communications from 110 
Physicians. 

Each cc contains:—200 1.U. chorionic gonadotropin 
(human), 25 mg. thiamine HCL, 52.5 ppm. L (+) 

glumatic acid, 0.5%, chlorobutonal and 1% procaine 

HCL. Available in 10 & 25 cc multiple dose vials. 

Reg. U.S. Pat Off., Pat. Pend. Copyright 1958 


Also — for the - GLUTEST .. 


female - 
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quiets the cough 
and calms the patient... 


Expectorant action 
Antihistaminic action 
Sedative action 

Topical anesthetic action 


PHENERGAN 


EAPEC TORANT 


Promethazine Expectorant, Wyeth 
With Codeine Plain (without Codeine} Philadelphia 1, Pa. 


NOW AVAILABLE... special 
non-narcotic formula with an 
antitussive action equivalent to 
that of codeine without codeine’s 
side-effects 


PHENERGAN EXPECTORANT 
with Dextromethorphan, Wyeth 
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Vertigone 


Antivert 


stops vertigo 


(and a glance at the formula 
shows two reasons why) 
each ANTIVERT tablet contains: 
Meclizine (12.5 mg.) 
to ease vestibular distension 
Nicotinic Acid (50 mg.) 


for prompt vasodilation 


ANTIVERT is particularly useful for 
the relief of dizziness in the 
elderly. Try ANTIVERT on your next 
vertiginous patient. 


Dosage: one tablet before each meal. 


In bottles of 100 blue-and-white 
scored tablets. Rx only. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 











Manufacturers’ Activities 





New Therapy for Senile Urethritis 
Results of cytologic studies show that senile 
urethritis can be relieved by the use of 
Furestrol suppositories, a new product of 
Eaton Laboratories, Inc., Norwich, New 
York. The effects of this treatment were 
evaluated by taking Papanicolaou smears of 
the urethras of 20 postmenopausal women 
before and after the use of the suppositories, 
which contain Furacin and diethylstilbestrol. 
While smears taken before treatment showed 
predominantly basal cells, smears taken after 
treatment revealed intermediate and super- 
ficial cells, indicating their response to this 
estrogenic therapy. The Furestrol supposi- 
tories were self-applied either twice daily for 
one week or once daily for two weeks. 

« 
Intravenous Prednisolone Available 
Meticortelone soluble, the first prednisolone 
corticosteroid preparation for intravenous 
use in human beings, was recently introduced 
by the Schering Corporation, Bloomfield, 
New Jersey. The new drug, a sterile powder 
form of prednisolone, is indicated in certain 
cases of shock which are unresponsive to 
standard antishock therapy; in acute allergic 
or asthmatic reactions; in acute adrenocorti- 
cal insufficiency and in cases of bilateral 
adrenalectomy, both prophylactically and in 
crisis; and in severe infections with over- 
whelming toxemia to stabilize the patients 
until specific antibiotics can take effect. 
There is minimal disturbance of electro- 
lyte balance with Meticortelone soluble; it 
is effective in a much lower dosage ratio than 
hydrocortisone; and it provides a rapid and 
intense hormonal effect when it is needed 
for the emergency reactions of adrenocortical 
insufficiency. 

s 
New Prophylaxis for Angina Pectoris 
Equanitrate, a new product of Wyeth Lab- 
oratories, Philadelphia, guards against re- 
current anginal attacks by providing pro- 
longed coronary vasodilatation and by con- 
trolling the patient’s fear of subsequent 
attacks. This twofold approach is achieved 
by combining in one preparation the tran- 
quilizing agent, meprobamate, with the es- 
tablished coronary vasodilator, pentaerythri- 
tol tetranitrate. The combination reduces 
the incidence and severity of anginal attacks, 
increases exercise tolerance, and lessens ni- 
troglycerin dependence. Equanitrate is also 
indicated in coronary insufficiency. 
























Progressive “drying out” of aging skin makes 
® it particularly susceptible to damage by 


ordinary toilet soaps. The harmful drying 
action of soap alkalies can be avoided by 
recommending DOVE neutral bar. DOVE 


creams the aging dry skin, washes it safely, 


NEUTRAL DETERGENT BAR—pH 7 whether or not a dermatosis is present. 


Among 200 patients with dermatoses usually 
intolerant to soap, DOVE was tolerated by 
85 per cent!— a remarkably high percentage. 
With DOVE there is ‘‘a much better skin 
tolerance...due to the neutral pH (7)...as 
compared with the quite alkaline (pH 10) 
lathers of most commonly used toilet 
soaps.””} 





DOVE bar is used like soap, but lathers and 
feels better. DOVE creams as it washes and 
does not dry the skin. Every bar contains 
25 per cent rich cleansing cream. 


1. Swanson, F.: J.A.M.A. 162:459 (Sept. 29) 1956. 


LEVER BROTHERS ComPANY 





Investigator 


after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 
“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “‘. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). .. .” 


Freis, E. D., Wanko, A., Wilson, I. H. and Parrish, A. E.: J.A.M.A..166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 





PLACEBO : ma 
day) 
PENTOLINIUM ; AIOE 


(300 mg./day) 2 (750 mg./day) 


y20)0) 
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PRESSURE 


mm. Hg 


eye) 


MONTHS A "*¥ WEEKS 


In “Chlorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 
Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957. 


MERCK SHARP & DOHME vision of merck & CO., Inc., Philadelphia 1, Pa. MO 





rts | the effectiveness of U IOUT] * 


(CHLOROTHIAZIDE) 


perfension 





as simple as 7-2-3 


7 INITIATE THERAPY WITH 'DIURIL'. 'piurit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


oO ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
Fm (feserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., INVERSINE') this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 

serious side effects often observed with ganglionic blockade. 


©) ADJUST DOSAGE OF ALL MEDICATION. The patient must be frequently observed and 
¢ careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 
"DIURIL' is a trade-mark of Merck & Co., Inc. 


Smooth, more trouble-free management of hypertension with 'DIURIL' 
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Acetic acid ...a fatty acid... plays a central 
role in the interaction of nutrients required for 
. maintenance of body 
. and performance of work. 


synthesis of body tissues . . 
warmth 

Fats, carbohydrates and proteins all contribute 
to the metabolic pool of acetic acid which can 
then be oxidized to carbon dioxide and water with 
release of energy for body use... or can be used 
for the synthesis of body substances such as cho- 
lesterol... hormones... tissue proteins... and 
fat for storage depots. Vitamins, minerals and 
proteins in enzyme systems cooperate to sever 
or join the chemical entities which make up func- 
tioning body tissues and yield energy as needed: 

Vitamin E protects fats from undesirable oxi- 
dation . . . Choline aids the transfer of lipid mate- 
rial from blood to tissues... Niacin, riboflavin 





and pantothenic acid help change tissue lipids to 
acetic acid and thence to cholesterol and steroid 
. . or to blood 
glucose... or to energy .. . Thiamine, riboflavin 
and niacin function in enzymes which release 
energy from fats, carbohydrates and proteins ... 
Pyridoxine is necessary for synthesis of amino 
acids and body proteins. 

The vitamins cannot perform their appointed 
roles unless joined with proteins of highly specific 
nature. They require the presence of specific min- 
erals such as magnesium and copper... and the 
cooperative chemical participation of phos- 
phorous. 

Fat, as present in foods and used in meal 
preparation, contributes to the pleasure of eating 
... and to all body substance. 


hormones . . . or to tissue proteins 


Since 1915... promoting better health through nutrition research, education 


The nutritional statements made in this advertisement have 
been reviewed by the Council on Foods and Nutrition of the 
American Medical Association and found consistent with cur- 
rent authoritative medical opinion 


THIS ADV EMENT 








ONE OF A SERIES. 


REPRINTS ARE AVAILABLE 


NATIONAL DAIRY COUNCIL 
A non-profit organization 


111 N. Canal St. + Chicago 6, Ill. 





UPON REQUEST, 














EASY DOES IT 
FOR LIVE-ALONERS 


Easy, economical way to insure 
adequate nutrition for older pa- 
tients . . . especially live-aloners. 
Gerber Strained and Junior 
(minced) Foods require no cooking 
. .. just heat and serve. Small-size 
containers for individual servings 
minimize waste. Readily available 
at all grocery stores ... at about 
10¢ to 23¢ per serving! 


Over 85 Gerber Strained and 
Junior Foods provide ample va- 
riety for a well-balanced diet for 








geriatric patients with no gastro- 
intestinal difficulties. The Strained 
varieties are mildly seasoned and 
have a smoothly pureed consis- 
tency; the Junior varieties have a 
somewhat heavier minced texture. 
All are specially processed for 
maximum retention of nutritive 
values and to preserve attractive 
colors and appetizing flavors. 


Gerber. 


PRODUCTS 


FREMONT, MICHIGAN 








Your patients should know 


THE TRUTH 
ABOUT 


ELASTIC 


STOCKINGS 





They want sheerness... but 
you’re interested in support. 
There’s only one way 

to get both! 


What about the new stretch 
nylons that claim to be 
‘“‘Support Hose’’—do they 
really work? 


How can your patients be 
sure they’re getting all the 
support you want them 

to have? 





There was a time when you had trouble getting 
patients to wear elastic stockings because they 
weren’t sheer enough. 


Fortunately, this is no longer a problem. 
Today elastic stockings are made so as to be 
almost undetectable. 


But now there’s another fly in the soup . . . and this one 
has to do with support. 


Specifically: the new “‘support hose’’ made without rubber. 


The blunt fact is, these so-called ‘‘support hose”’ just can’t 
do the complete job that stockings made with rubber do. 
Why? 
No substitute for rubber 
An elastic stocking works by the elasticity of rubber (the way 
a rubber band stretches and contracts . . . or a rubber ball 
bounces) 


In much the same way, the rubber in real elastic stockings 
“bounces back”’ to give necessary support. Only rubber offers 
this continuing return-action. 


But “support hose”’ contain no rubber. Sure, they stretch 
.. . but they keep right on stretching like the stretch nylons 


they are. 
The only true support 


Your patients can get the kind of support you want them to 
have only with the elastic kind of elastic stockings . . . made 
with rubber. 


So next time you prescribe ‘“‘elastic stockings,”’ explain the 
difference that the rubber in real elastic stockings makes. 


Bauer & Black, the world’s largest maker, offers a com- 
plete range of styles—for work, for informal living, or for 
dress-up occasions (as sheer as 51 gauge). And each is truly 
elastic . . . with rubber in every supporting thread. 


Prices start at $6.90 a pair... and expert fitting is available 
at all leading drug, department and surgical supply stores. 


Bauer « Black 


DIVISION OF THE KENDALL COMPANY 
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A few suggestions on how to give your \ 
patient a diet he can “stick to” 


Low-Purine Diet 


e Acasserole of eggplant and tomato 
layered alternately with cottage cheese 
makes a satisfying entree. Vegetables 
like string beans and beets may be 
served with a dash of lemon juice. 
Oyster stew can be creamy without 
cream when milk is bolstered with 
dry skim milk powder. 
Tuna-burgers nestle nicely in a nest 


United States Brewers Foundation 
Beer—America’s Beverage of Moderation 


Ifycu'd likereprints of this and 11 other dietary suggestions, please write United States Brewers Foundation, 535 Fifth Ave., New York 17,N.Y, 


/ —and a glass 
of beer, with 
your consent, 

for a morale- 

booster 





s 
P. 
© 


a 


of noodles. Ham ’n egg rolls come hot 
with scrambled eggs, cold with egg 
salad. Fruits and gelatins make excel- 
lent desserts and are easy to prepare. 
Corn or rice flakes do just as well. 
And with a glass of beer*—at your 
discretion—your patient will find his 
diet interesting and ample without 
straying from your instructions. 
*pH—4.3 (Average of American Beers) 
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problems 


Today there is an increasing awareness that 
treating nervous or mental disfunction is an im- 
portant part of treating the “whole patient.” 
Medical problems associated with the nervous 
system confront EVERY practitioner so it is 
important for EVERY doctor to keep abreast 
of diagnostic procedures and therapy in the 
neurologic field. 

The simplest and most rewarding way of 
doing this is through NEUROLOGY, official 
journal of American Academy of Neurology. 
Here are authoritative, original articles, brought 
to you by a committee of the American 
Academy of Neurology . . . a comprehensive 
picture of the latest knowledge of neurologic 
disorders together with a critical evaluation of 
current treatment. Special editorial features in- 
clude clinical pathologic conference reports, 
case reports, diagnostic notes and book reviews. 
Here is broad coverage of the practical infor- 
mation that will help EVERY practitioner. 


Neurology, 84 SOUTH TENTH STREET, MINNEAPOLIS 3, MINN. 
Please enter my subscription to NEUROLOGY. It is understood that I 
may cancel this within 10 days after receipt of the first issue if | am not 
fully satisfied. One year (12 issues) $12. 
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From pediatrics to geriatrics Ovaltine provides 
a rich source of the vitamins, minerals and 
other essential food elements required for the 
maintenance of a good nutritional state. 





















Ovaltine is a nourishing, well-tolerated 
beverage combining natural blandness with 
good taste. It produces a soothing and relaxing 
effect for the tense and nervous patient, 
particularly when taken at bedtime. 
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they welcome Ovaltine for extra nourishment 


It is ideal for use where stimulating bever- 
ages should be avoided...ideal as nutritional 
fortification for patients on bland diets 
...or to help maintain a satisfactory nutri- 
tional level during physiologic stress. 


Three servings of Ovaltine and milk provide: 


12 Vitamins 





*Vitamin A.......... 4000 1.U. 
*Vitamin D........... 420 1.U. 
*Ascorbic acid........ 37.0 mg. 
TEND. 50 <acen sic 1.2 mg. 
*Riboflavin............ 2.0 mg. 
Pyridoxine........... 0.5 mg. 
Vitamin Biz......... 5.0 mcg. 
Pantothenic acid...... 3.0 mg. 
*Niacin 10.0 mg. 
Foe a0.......s0ce 0.05 mg. 
EMER: sv ceSecenvas 200 mg. 
OEE Ts 0.03 mg. 


13 Minerals 
including Calcium, 
Phosphorus, Iron and lodine 
CARBOHYDRATE..... 65 Gm. 
*PROTEIN 





*Nutrients for which daily dietary 
allowances are recommended by 
the National Research Council. 

A jar of Ovaltine will be sent for 
your personal use on request. 


O V a It l a ¢ when extra nourishment is desired 


The Wander Company, 105 W. Adams St., Chicago 3, Il. 
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important 
specific 


Or 


* PATENT APPLIED FOR 


Angina 


ectoris 
with 
hypertension 


1 tablet 
all night 





12-hour protection: A single tablet of METAMINE® 
SUSTAINED WITH RESERPINE provides 12 hours’ 
protection against angina pectoris with mild, 
labile hypertension. 


Specifically, this new combination for routine 
administration (1) prevents or greatly diminishes 
angina pectoris by means of the low-dose, long- 
acting coronary vasodilator, METAMINE, in a 
unique sustained-release matrix, and (2) pro- 
vides a minimal quantity of reserpine for gentle, 
persistent lowering of mean arterial pressure. 


Exceptional safety is inherent even in prolonged 
treatment because of the small, b.i.d. dosage of 
the two reliable specifics in METAMINE SUSTAINED 
WITH RESERPINE. Each tablet contains only 10 
mg. Of METAMINE SUSTAINED and 0.1 mg. 
of reserpine. 


Dosage is simple and easy for your patient to 
remember: | tablet on arising and 1 before the 
evening meal. Bottles of 50. 


THos. LEEMING & Co., INc., New York 17, N.Y. 


Metamine 


(aminotrate phosphate, Leeming) 


Sustained 


with 


Reserpine 

























NEW 


“flavor-tumed” 
dual-action 


coronary vasodilator 


i Dilcoron 


for ANGINA PECTORIS 


ORAL (tablet swallowed whole) 
for dependable prophylaxis 


SUBLINGUAL-ORAL 


for immediate and sustained relief 


Nitroglycerin 
—0.4 mg. (1/150 grain)—acts quickly 


Citrus “flavor-timer” 
— signals patient when to swallow 


pare tetranitrate 


—15 mg. (1/4 grain)—prolongs action 


For continuing prophylaxis patients may 
swallow the entire Dilcoron tablet. 


Bottles of 100. 


Average prophylactic dose: 
1 tablet four times daily 
(before meals and at bedtime). 
Therapeutic dose: 
1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 


. 
(|, )ithnep LABORATORIES 
NEW YORK 18.N ¥ 
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OF EVERY AGING PATIENT 


The combination of declining gonadal function and increased vulnerability 
to malnutrition conspire to accelerate the aging process. You can protect the 
aging patient by prescribing a “Clusivol” Geriatric capsule daily. 


There are four important features of “Clusivol” Geriatric: 


1. Vitamins — 12 important nutritional supplements, notably vitamins A 
and D, the factors of the B complex, and vitamin C. 


. Minerals and trace elements — 10 protective factors to ensure optimal 
blood and bone building. 


3. Amino acids — lysine and methionine, key amino acids usually lacking 
in finicky geriatric diets. 


. Gonadal steroids — estrogen and androgen in small quantities to restore 
the integrity of the body mechanism. 


Supplied: No. 294 — Capsules, bottles of 100 and 1,000. 
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